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SICO-HASTINGS DIAGNOSTIC SET 


Made by Gowllands, Ltd., Croydon 


This set consists of the following components which are illustrated in the picture above:— 


May ophthalmoscope with illuminated and magnified numbers, auriscope with three black anodised (all metal) inter- 
changeable speculae, Duplay nasal speculum, bent arm throat lamp, laryngeal and post-nasal mirrors, metal tongue 
depressor, large battery handle and spare lamp. 


The case itself is moulded from SPECIAL SHOCK-RESISTING bakelite, black in colour and with a very hard scratch- 
resisting surface. The material is of a very special tough grade. 


The design of the case has been specially produced by a well-known industrial artist; it is modern, harmonious, pleasing 
as well as being well fitted for its purpose. The modified standard Gowlland catch is non-ferrous and rustproof. The lid 
is fixed to the base of the case by means of five patented spring hinge members; these are of steel but rustproof plated. 


The blue impervious rubber pad for the instruments is both hygienic, silent, particularly handsome in appearance and 
enables the instruments to be carried conveniently and without shake. The lid is lined with a pad covered with satin 
finish Royal Blue P.V.C. sheeting. : 


Price complete as illustrated and described £13-10-0 


GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Harley Chambers Kruis Street P.O. Box 1562 
JOHANNESBURG 
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IF YOU 
HAD TO TAKE 
YOUR OWN 
MEDICINE... 


YOU’D PRESCRIBE 


DELICIOUS, PREMIXED 
Terramycin 


BRAND OF OXYTETRACYCL INE 


syrup 


Quite a challenging hypothesis, Doctor, but your young patients 
would wish the point to be illustrated dramatically. Especially since the 


= =f administration of the new TERRAMYCIN syrup is quite the most convenient, safe and 
: palatable way to combat a wide range of bacterial, viral, and rickettsial infections. 
Hydrolysing quickly in the gastro-intestinal tract TerRaMycIN Syrup readily yields the pure 
, antibiotic in powerfully effective concentrations. Isn’t this the way you—mutatis mutandis 
: —would prefer to take your own medicine? Of course it is. And that is why you will have 


no difficulty in persuading paediatric patients that Terramycin Syrup is ‘‘very good medicine 
indeed”. Even the most recalcitrant youngster will be won over by its pleasing: cherry flavour. 
Supplied in bottles of 2 ozs. Each large teaspoonful (5 ml.) of which contains 125 mg. of oxytetracycline activity. 


*Trade Mark of Chas. Pfizer & Co. Inc. 
PFIZER LABORATORIES South Africa (Pty) Ltd., P.O. Box 7324, Johannesburg. 
Sole Distributors : PETERSEN LTD., P.O. Box38, Cape Town: P.O. Box 5785, Johannesburg : 118 Umbilo Road, Durban, 8.A. 
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The ideal injection 
technique for the 
busy practitioner 


VIULES 


‘Viules’ are sterile pre- 


ALL METAL SYRINGE 


There is no longer any need to worry 
: about glass syringe breakage. Boots ‘Viule’ 
measured single dose con- 
Syringe is all metal and virtually unbreak- 
able. It can be loaded with Boots ‘Viules’ 


very rapidly, and can be used with all 


tainers. They are clearly 
labelled and ready for imme- 


diate use, making them ideal known types of needle—double ended. 


for the busy practitioner. Record or Luer. 


There are upward of 50 different 
‘Viules’ in the whole range. Here is a 
brief list of some of them. 

PETHIDINE * MORPHINE SULPHATE AND 
COMBINATIONS * PENICILLIN OILY AND 
AQUEOUS SUSPENSION * STREPTOMYCIN 
STERILE SOLUTION * HEPARIN ¢ PRO- 
CAINE WITH OR WITHOUT ADRENALINE 
* NIKETHAMIDE ¢ LIVER EXTRACT 

COBASTAB BRAND OF VITAMIN BI2 
HYOSCINE HYDROBROMIDE * HORMONES « 
ADRENALINE 


MINIMUM STERILISATION 


As the solution does not come into 
contact with the syringe, only the needles 
and needle-mount assemblies need steri- 


lising. 


‘VIULES’ ARE PACKED IN BOXES OF 6 AND IN 100s 
For further information please write to: B.P.D. (S.A.) (PTY.) LTD., P.O. BOX 45, JEPPESTOWN, TRANSVAAL 
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‘Dnnamyl Spansule” CAPSULES 
for the harassed patient ' 


Available for prescription in containers of 30 capsules 
Each STRENGTH NO. : capsule contains: | Each STRENGTH NO. z capsule contains : 
1omg. ‘Dexedrine’ (dextro-amphetamine sulphate) 15mg. ‘Dexedrine’ (dextro-amphetamine sulphate) 


65mg. (gr. 1) amylobarbitone | 97mg. (gr. 1}) snyiobebes 
Samples and literature on request 
A NEW SKF PRODUCT 
SMITH KLINE & FRENCH 
represented by M. & J. Pharmaceuticals (Pty.) Ltd., Diesel Street, Port Elizabeth 
‘Drinamy!’, ‘Dexedrine’ and ‘Spansule’ are registered trade marke. 
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% effective topical therapy in allergic dermatoses 
i with one-tenth the concentration of hydrocortisone 


NEW TOPICAL OINTMENT 


FLUDROCORTONE 


ACETATE 


10 times greater potency—skin disorders are relieved by 
one-tenth the concentrations required by hydrocortisone, the 
parent compound. 


dramatic therapeutic response—lesions begin to clear 
om a almost immediately, edema subsides and itching is relieved; 
often effective where other agents have failed. 


indications—allergic dermatoses of atopic, contact or non- 
i specific origin, as well as nonspecific pruritus. 


: supplied—as a cosmetically acceptable ointment in two con- 
centrations: 0.25% and 0.1% in 5 Gm. collapsible tubes. 


*FLUDROCORTONE IS THE TRADEMARK OF MERCK & CcO., INC., FOR ITS BRAND OF FLUDROCORTISONE. 


MERCK-SHARP & DOHME INTERNATIONAL 
DIVISION OF MERCK & CO. INC. 


Enquiries: P.O. Box 5933, Johannesburg 
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it’s a tonic to see her 


the picture of health! 


The tonic is Minadex—no 
temporary stimulant, but a 
balanced vitamin-mineral tonic 
fortifying through the body’s 
natural mechanisms. With its 
’ pleasant orange flavour, Minadex 
_ is the tonic that is eagerly taken. 


MINADEX 


TRADE MARK 


The reconstructive vitamin-mineral tonic 
wy, Contains vitamins A and D, iron, manganese, copper and glycerophosphates 


of calcium, sodium and potassium. 6 oz. bottles: 80 oz. winchesters. 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, TRANSVAAL 
Agents: M. & J. Pharmaceuticals (Pty.) Ltd., P.O. Box 784, Port Elizabeth 


NEW 3-in-!I penicillin 


TRIPLOPEN, Glaxo’s new penicillin, combines in a single preparation the advantages of a 
high initial bactericidal level of penicillin plus ultra-prolonged bacteriostatic action. Its 
substantial dose of sodium penicillin produces a very high immediate peak concentration, 
rapidly killing the bulk of the invading bacteria. The advantage gained by this initial attack 
is supported during the following 24 hours with procaine penicillin, and continued tor 3 to 
4 days by benethamine penicillin (Benapen). 


Serum concentrations produced by a single intramuscular injection of Triplopen 


Time in hours I 3 6 12 24 48 72 96 
centration in units ml. 8-70 1-66 87 4 26 13 ” 03 


Triplopen is issued as a dry powder having the following formula: benethamine penicillin, 
500,000 units; procaine penicillin, 250,000 units; sodium penicillin G, 500,000 units. 
Free-flowing: When water is added Triplopen suspends immediately to make an unusually 
fluid injection which passes easily through a 23 S.W.G. needle without clogging. In single-dose 
vials in individual cartons and boxes of ten. 


TRIPLOPEN wx 


GLAXO LABORATORIES (S.A.) (PTY.) LTD., P.O. BOX 21, WADEVILLE, TRANSVAAL 
Agents: M. & 7. Pharmaceuticals (Pty.) Ltd., P.O. Box 784, Port Elizabeth 
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NEW ...a predictable oral 
Antihypertensive Agent 


FOR REPRODUCIBLE CLINICAL RESPONSE 


TABLETS 


Merck Sharp & Dohme International 


Enquiries: P.O. Box 5933, Johannesburg 
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in allergic and anti-inflammatory dermatoses 
and __ protection against infection 
with N 
also available 
plain 

Meti-Derm 

cream 0.5% 

prednisolone in 

washable base 

CORPORATION 
BLOOMFIELD, N. J. 


SCHERAG (PTY.) LTD., P.O. BOX 7539 JOHANNESBURG 
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EDITORIAL - REDAKSIONEEL 


THE ASSOCIATION OF PLASTIC 
SURGEONS OF SOUTHERN AFRICA 


At a meeting convened in Johannesburg by 
Dr. Jack Penn on 4 August 1956, and attended 
by representatives from Johannesburg, Cape 
Town and Durban, the Association of Plastic 
Surgeons of Southern Africa was established. 


DIE VERENIGING VAN PLASTIESE 
CHIRURGE VAN SUIDELIKE AFRIKA 


Op 'n vergadering wat deur dr. Jack Penn belé 
is en op 4 Augustus in Johannesburg plaasge- 
vind het, is die Vereniging van Plastiese 
Chirurge van Suidelike Afrika gestig. Die 
vergadering is bygewoon deur verteenwoor- 


Left to Right: B. W. Franklin Bishop, James B. Cuthbert, Jack Penn, David S. Davies 


and Dennis H. Walker. 


The objects of the Association are to pro- 
mote and safeguard the interests of surgeons 
practising plastic surgery and to direct the 
development of this branch of surgery along 
sound and progressive lines. The Association 
will also foster and co-ordinate study and 
research in plastic surgery and will make pro- 
vision for the dissemination of knowledge 
amongst its members and in the profession as 
a whole. 


digers uit Johannesburg, Kaapstad en Durban. 

Die oogmerke van die Vereniging is om die 
belange van geneeshere wat hulle op plastiese 
chirurgie toelé, te bevorder en te beskerm, en 
om die ontwikkeling van hierdie vertakking 
van die chirurgie op ‘n gesonde en vooruit- 
strewende grondslag in die hand te werk. 
Bestudering van en navorsingswerk in verband 
met plastiese chirurgie sal aangemoedig en 
gekoérdineer word deur die Vereniging wat 
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The following Council was elected : 

President: Jack Penn, F.R.C.S., Johannesburg. 

Honorary Secretary and Treasurer: D. H. Walker, 
F.R.C.S., Johannesburg. 

Members: N. Petersen, F.R.C.S., Cape Town; 
D. S. Davies, F.R.C.S., Cape Town; J. B. Cuthbert, 
F.R.C.S., Johannesburg; B. W. Franklin Bishop, 
F.R.C.S., Durban. 

The plan and the scope of the activities of 
this new Association are fully set out in Dr. 
Penn’s inaugural address printed elsewhere in 
this issue. 

The importance of the Association (as its 
mame indicates) extends far beyond the 
boundaries of the Union, but it is on South 
Africa that the duty is now imposed to give a 
lead in plastic surgery to the rest of this 
continent. 

The Constitution allows for Honorary, Full 
and Associate Members of the Association. 
Honorary Members will be distinguished 
surgeons or persons of distinction whose merit 
is esteemed by the Association. Full Mem- 
bers will be residents of Southern Africa who 
are registered medical practitioners and who 
have given evidence Bg satisfactory scientific 
and practical attainments in plastic surgery. 
Only full Members will be entitled to hold 
office and participate in the executive proceed- 
ings of the Association. Associate Members 
will be elected medical or dental practitioners 
registered in the country in which they prac- 
tise and who are interested in plastic surgery. 

It is hoped that a large number of medical 
and dental practitioners will join this group as 
Associate Members. Any qualified practitioner 
may therefore forward his name for election 
to the Honorary Secretary and Treasurer, Mr. 
D. H. Walker, 12 Durris Road, Forest Town, 
Johannesburg. 


MEDICAL PROCEEDINGS - MEDIESE BYDRAES 


29 September 1956 


ook voorsiening sal maak vir die verspreiding 
van kennis onder sy lede en in die mediese 
professie in die algemeen. 

Die volgende Raadslede is verkies : 

Voorsitter: Jack Penn, F.R.C.S., Johannesburg. 

Ere-sekretaris en -penningmeester: D. H. Walker, 
F.R.C.S., Johannesburg. 

Lede: N. Petersen, F.R.C.S., Kaapstad; D. S. 
Davies, F.R.C.S., Kaapstad; J. B. Cuthbert, F.R.C.S., 
Johannesburg; B. W. Franklin Bishop, F.R.CS., 
Durban. 

Die plan en die bestek van die bedrywig- 
hede van hierdie nuwe Vereniging word volle- 
dig uiteengesic in dr. Penn se openingstoe- 
spraak wat elders in hierdie uitgawe verskyn. 

Die belangrikheid van die Vereniging (soos 
die naam dan ook aandui) strek veel verder as 
die grense van die Unie, maar op Suid-Afrika 
rus daar nou die plig om leiding aan die res 
van die vasteland te gee vir sover dit plastiese 
chirurgie betref. 

Die konstitusie maak voorsiening vir ere-, volle 
en geassosieerde lede van die Vereniging. Die ere- 
ledetal sal bestaan uit gedistingeerde chirurge of 
persone van onderskeiding wie se verdienstelikheid 
deur die Vereniging erken is. Volle lede is 
inwoners van Suidelike Afrika wat geregistreerde 
mediese praktisyns is en wat bewys gelewer het van 
bevredigende wetenskaplike en praktiese prestasies 
op die gebied van plastiese chirurgie. Slegs volle 
lede is geregtig om ‘’n amp te beklee en om deel 
te neem aan die uitvoerende verrigtinge van die 
Vereniging. Die geassosieerde lede sal bestaan uit 
gekose mediese of tandheelkundige praktisyns wat 
geregistreer is in die land waarin hulle praktiseer 
en belang in plastiese chirurgie stel. 

Daar word gehoop dat ’n groot aantal mediese 
en tandheelkundige praktisyns as geassosieerde lede 
by hierdie groep sal aansluit. Enige gekwalifiseerde 
praktisyn kan derhalwe sy naam vir verkiesings- 
dceleindes aan die ere-sekretaris en -penningmeester, 
mor. D. H. Walker, Durrisweg 12, Forest Town, 
Johannesburg, stuur. 


RESISTANT RICKETS 


H. STEIN, D.C.H., M.R.C.P. (EDIN.) 
Edenvale Hospital 


and 


W. M. POLITZER, M.D. 
South African Institute for Medical Research, Johannesburg 


Although mild and moderate rickets is fre- 
quent among African infants, it is uncommon 
to find active cases in children over 2 years of 
age. This is apparently because once a child 
is walking, he acquires sufficient vitamin D 
by exposure to sunlight! 


However, occasion- 


ally rickets is seen in older children and in 
these cases the etiology is likely to be other 
than that of simple vitamin D deficiency. 

We present a case of a 14-year-old African 
boy suffering from rickets probably caused by 
vitamin D resistance. 
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CASE REPORT 
F. M. an African male aged 14 years, was 
admitted to this hospital on 25 March 1953. 
He complained of sore knees from which he 
had been suffering for 4 years. There was no 
history of diarrhoea or any other disturbance 
of the gastro-intestinal tract. He had never 
had haematuria or frequency or any other dis- 
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mities or joint pains. He had not had any 
serious illnesses in the past. 

Examination revealed an adolescent of short 
stature but moderately well nourished. He 
had a striking bilateral genu varum and a 
bowed left forearm. The wrists and ankles 
were broad and splayed out and there was 
beading of the costochondral junctions. 


turbance of micturition. No other joints or 
bones were painful. His nutritional history 
was moderately good. He had had a mixed 
diet of meat, vegetables, maize-porridge and 
bread. 

There was no family history of bone defor- 


The cardio-vascular system was normal. 
Blood pressure was 110/70 mm. Hg. The 
lungs were normal. Neither liver nor spleen 
was enlarged. The skin was well pigmented. 
Nails and hair were healthy. There was no 
evidence of latent tetany. 
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Urine examination showed no albuminuria 
or glycosuria, no abnormal cells or casts. The 
Sulkowitch test was negative. The urine con- 
centration test revealed a specific gravity of 
1020 and the dilution test a specific gravity 
of 1000. Urea and creatinine clearance tests 
were normal. A 24-hour specimen of urine 
(of volume 1960 ml.) contained 14 mg. cal- 
cium (=0.36 mEq/L) and 721 mg. of phos- 
phorus. Chromatographic analysis of the urine 
did not indicate the presence of an excess of 
amino acids. 

Haemoglobin content of the blood was 14.7 
g. % and the blood count revealed 4,830,000 
erythrocytes and 66,000 leucocytes per c.mm., 
of which 61.5% were neutrophils, 33.5% 
lymphocytes and 8% monocytes. The ES.R. 
was 4 mm. in 1 hour. The blood urea was 
14 mg. per 100 ml. and the CO, combining 
power was 48 ml. per 100 ml. plasma. Serum 
calcium was 3.5 mEq/L, serum inorganic phos- 
phorus 3.6 mg. per 100 ml. and the alkaline 
phosphatase was 108 units. Serum total pro- 
teins were 5.8 g. per 100 ml. of which 3.9 g. 
per 100 ml. was albumin and 1.9 g. per 100 


ml. was globulin. The Wassermann reaction 
was negative. 

The glucose tolerance test revealed the fol- 
lowing blood glucose levels (per 100 ml.): 

Fasting sugar: 77 mg. 

After 4 hour: 83 mg. 

After 1 hour: 111mg. 
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After 14 hours: 
After 2 hours: 


The stools were not bulky and were quite 
normal in colour and consistency. No fat 
globules, soap plaques or starch granules were 
observed on microscopic examination. 

X-rays showed that all the bones were grossly 
osteoporotic and that active rachitic changes 
were present (Figs. 1-5). 

Treatment consisted of the ward diet and 
initially vitamin D in a dose of 20,000 units 
daily. After 3 weeks of this treatment, the 
X-ray findings were unchanged, the alkaline 
phosphatase was 79 units and serum calcium 
was 3.2 mEq/L. The dose of vitamin D was 
increased to 40,000 units daily and a month 
later to 80,000 units daily. However, 3 months 
after treatment had begun the X-ray findings 
were still unchanged, the alkaline phosphatase 
was 117 units, the serum calcium was 3.6 
mEq/L and serum inorganic phosphorus was 
3.4 mg. per 100 ml. The Sulkowitch test 
remained negative throughout. After 33 
months of hospitalization the patient asked 
to be discharged. He returned as an out- 


77 mg. 
88 mg. 


patient a month later when his alkaline phos- 
phatase was found to be 103 units and the 
serum calcium was 3.6 mEq/L. He refused 
to be re-admitted for further treatment. 


DISCUSSION 


Where active rickets occurs in an older child, 
simple vitamin D deficiency is an unlikely 
etiological factor in South Africa and other 
disturbances of vitamin D and calcium meta- 
bolism need to be considered. The most im- 
portant of these are the malabsorption syn- 
drome with impaired vitamin D, calcium and 
phosphorus absorption, renal glomerular and 
tubular abnormalities affecting calcium and 
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phosphorus retention, and primary hyperpara- 
thyroidism causing excessive mobilization of 
calcium from the bones.2 Where all these 
causes are excluded and one is satisfied that 
the case is not nutritional in origin by failure 
of response to ordinary doses of vitamin D, 
the probable diagnosis is that of vitamin resis- 
tant or refractory rickets. 

Bodansky and Bodansky? state that about 
30 cases of vitamin D resistant rickets have 
been reported in the medical literature. 
Albright, Butler and Bloomberg’ first described 
this condition in 1937 and they reported a case 
in a 10-year-old boy in whom the rachitic 
lesion did not commence healing until dosage 
of vitamin D had been increased to 1,500,000 
units daily. 

Bakwin e¢ al.> reported a case of an 8-year- 
old boy with gross rickets, who deteriorated 
steadily on 40,000 units of vitamin D daily 
and ultimately needed 1,000,000 units daily to 
heal. While he was on the initial dose of 
40,000 units daily, studies showed that the 
vitamin D content of the blood was 20 times 
that of a normal person, and yet no healing 
of the rickets was occurring. From this they 
suggested that vitamin D, like carotene, must 
be converted in the body before it becomes bio- 
logically active and that the defect in vitamin 
D resistant rickets is the inability to convert 
vitamin D. Albright e¢ al.,4 however, hold the 
view that there is a specific intrinsic resistance 
to the action of vitamin D in these cases, until 
a very high threshold is reached. 

There is commonly a family history of the 
condition,© and McCune’ reported its occur- 
rence in identical twin girls. Pederson and 
McCarroll,’ reviewing 25 cases, found that 16 
of these fell into 10 family groups in which 
one parent in each group presented similar 
deformities and characteristic histories. 

Albright and Reifenstein? consider that treat- 
ment is required throughout life in most cases. 
The administration of large doses of vitamin 
D in any condition is attended by the risks of 
hypercalcaemia and consequent metastatic cal- 
During treatment of resistant 
rickets it is necessary to attain a fine point 
where the dose is sufficiently large to promote 
calcification and yet not too large to cause 
hypercalcaemia.* 

In considering the differential diagnosis in 
our case, the age of the patient, the history of 
an adequate diet and the failure of response 
to ordinary doses of vitamin D excluded the 
diagnosis of vitamin D deficiency rickets. The 
malabsorption syndrome was largely excluded 
on the patient's state of nutrition, normal 
stools, the absence of any diarrhoea, the 
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absence of fat on analysis of the stool and the 
sugar tolerance curve within normal limits for 
Africans? 

Normal renal glomerular function as 
evidenced by normal urinary concentration and 
dilution tests, normal creatinine and urea clear- 
ance tests, normal blood urea and the absence 
of albumin or casts in the urine excluded 
chronic glomerulonephritis as a cause. Dis- 
turbance of renal tubular function, e.g. Fan- 
coni’s syndrome, was excluded by absence of 
glycosuria and excess amino acids as demon- 
strated by chromatography of the urine; and 
acid urine, normal CO, combining power, and 
normal urinary calcium excretion excluded 
alkali-losing nephritis and idiopathic hypercal- 
curia. Primary hyperparathyroidism was ex- 
cluded on the finding of a low serum calcium 
level. 

The final diagnosis thus appeared to be vita- 
min D resistant rickets. We produced no 
healing of the condition on a dose of 20,000- 
80,000 units of vitamin D daily over a period 
of 34 months, and it was unfortunate that the 

atient’s refusal to co-operate prevented us 
assessing the dosage required to com- 
mence healing. 


OPSOMMING 


Verslag word gedoen oor 'n geval van weerstands- 
kragtige rhachitis. By die oorweging van die 
differensiéle diagnose het die ouderdom van die 
pasiént, die geskiedenis van 'n doeltreffende dieet 
en die gebrek aan reaksie volgende op die toe- 
diening van gewone dosisse vitamien D, die diag- 
nose van rhachitis wat deur ’n vitamien D-gebrek 
veroorsaak is, uitgeskakel. Die wan-absorpsie- 
sindroom is grotendeels uitgesluit met die oog op 
die pasiént se voedingstoestand, die normale stoel- 
gang, die afwesigheid van diarree, die afwesigheid 
van vet by die ontleding van die ontlasting, en die 
suikerverdraagsaamheidskurwe wat binne die nor- 
male perke vir naturelle was. 

Normale funksionering van die nierliggaampies 
soos geblyk het uit die normale urinére konsentrasie 
en verdunningstoetse, normale kreatinien- en ureum- 
opruimingstoetse, die normale bloedureum, en die 
afwesigheid van albumien of silinders in die urine 
het die moontlikheid van chroniese glomerulonefritis 
as ’n oorsaak uitgeskakel. Versteuring van die nier- 
buisfunksie, bv. Fanconi se sindroom, is uitgesluit 
deur die afwesigheid van glikosurie en oortollige 
aminesure, soos gedemonstreer deur chromatografie 
van die urine; die suur urine, normale CO.,- 
verenigingskrag, en normale urinére kalsiumaf- 
skeiding het alkali-verliesende nefritis en idiopatiese 
hiperkalkurie uitgesluit. Die bevinding van 'n lae 
serumkalsiumpeil het ook die moontlikheid van 
primére _uitge- 
skakel. 

Die finale diagnose was dus oénskynlik dat die 
pasiént gely het aan rhachitis wat weerstand teen 
vitamien D bied. Die skrywers kon geen genesing 
van die toestand teweegbring met ‘n dosis van 
20,000-80,000 cenhede vitamien D per dag oor 'n 
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tydperk van 34 mande nie, en dit was ongelukkig 
dat die pasiént se weiering om saam te werk hulle 
verhinder het om die dosis wat vir die aanvang 
van genesing noodsaaklik was, vas te stel. 


We wish to thank Dr. G. Lange for his help and 
co-operation and the Superintendent of Edenvale 
Hospital for permission to submit this paper for 
publication. 

Our thanks are also due to Mr. M. Ulrich, of 
this Institute, for the reproductions of the X-ray 
plates. 
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THE ASSOCIATION OF PLASTIC SURGEONS OF SOUTHERN AFRICA* 


JACK PENN, F.R.CS. 
Johannesburg 


Historical, Plastic surgery in South Africa 
was first recognized as a special branch of 
medicine and surgery at the beginning of 
World War II. During the past 16 years this 
speciality has gained the respect of both the 
profession and the public, and the time has 
now come for plastic surgeons registered in 
this country to form themselves into a group. 
Such groups, which are all post-war develop- 
ments, already exist not only in the United 
States and Britain, but also in Latin America, 
Scandinavia, the Benelux countries, France, 
Germany and possibly elsewhere. It is even 
more necessary here than in the smaller coun- 
tries of Europe, because South Africa has the 
responsibility of dealing, from the plastic 
surgery point of view, with the problems of 
the entire Continent which includes a popu- 
lation of over one hundred million souls. It 
is therefore necessary that we should start on 
the right lines and formulate a Constitution 
for ourselves which will not only keep our 
speciality at the highest possible level, both 
ethically and clinically, but will also formulate 
our aims and objectives. At the same time, 
this body should be recognized as the official 
organization of plastic surgeons in this coun- 
try, not only in negotiations with other bodies 
in the Union, but also with national plastic 
surgical organizations overseas. 

Ethical Considerations. It has always been 
a source of great satisfaction to me that the 
plastic surgeons in this country are personally 


* The inaugural address delivered on 4 August 
1956 in Johannesburg to the representatives of 
registered plastic surgeons in South Africa. 


very well disposed towards one another; and 
even though it is natural for personalities to 
clash in every walk of life, we have kept our 
professional relationships at a very high level. 
This does not always happen in other fields, 
and I think we must ensure that as our num- 
bers grow this friendly co-operation will con- 
tinue. This can be done only by bringing to 
light any source of difference between mem- 
bers of this group so that at no time should 
any irritations arising from personal conflict 
create a state of disunity in our group. I 
mention this first because I have seen lack of 
interest and even disruption occur in similar 
groups elsewhere. Let us therefore put all our 
cards on the table in order that we may under- 
stand one another honestly and completely. 
By the same token, we must ensure that no 
surgeon be allowed to exploit the public either 
directly, or through their Benefit Societies, in 
a way which we would consider unethical. A 
body such as ours is more capable of judging 
whether behaviour is unethical than is any 
group of doctors who have no experience of 
plastic surgical practice and its implications. 
One of our aims, therefore, should be to see 
that we are consulted by the Medical Council 
in matters which may affect our speciality. 
Clinical. There is an obvious shortage ot 
plastic surgeons in Africa, and it should be 
our aim to see that every large public hospi- 
tal from the Cape to Cairo has on its staff 
a man capable of doing reparative work, par- 
ticularly of the type peculiar to this Continent. 
For this purpose, and also in order to improve 
our own clinical standards, it will be neces- 
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sary to assess ourselves at regular intervals and 
to compare our development with that of our 
colleagues overseas, and to see that we do not 
fall below their levels of excellence. It will 
be necessary for us not only to teach one 
another, but to teach our colleagues in the 
profession, and to assume responsibility for 
the training of new personnel in our speciality. 
It seems necessary, therefore, that we should 
meet as a group at regular intervals, and dis- 
cuss problems which relate particularly to the 
standard of work in this country. 

I find a surprising ignorance, even among 
general surgeons, about our function; and the 
dissemination of knowledge of plastic surgery 
will obviously give them a far better idea of 
what we are doing. At the same time we 
could expect more organized collaboration 
with specialists of other groups in matters 
which overlap with theirs. Let me quote a 
few examples : 

Approximately 50% of cleft lip and palate 
cases with which we deal have already been 
operated upon by general surgeons, with un- 
satisfactory results. It should be our aim to 
see that there are enough experienced practi- 
tioners to carry out such surgery on babies in 
this country. 

We all see numbers of cases of radio- 
necrosis, which have to be treated by massive 
plastic procedures. Frank discussions with the 
radiotherapists concerned might alleviate this 
state of affairs. 

The industrialization of South Africa means 
that greater numbers of workmen will suffer 
from injuries of the hand. It should be our 
function to see that the Workmen’s Compen- 
sation Commissioner and the orthopaedic 
surgeons appreciate the value of plastic surgery 
of the hand, from the humanitarian, the func- 
tional and the economic point of view. 

Our collaboration with dentists has been 
almost traditional, and although this should 
continue, our function should be clearly 
defined. For instance, the dental maxillo-facial 
practitioner is not trained to deal with the 
soft tissues of the face and mouth, and we in 
our turn should not be expected to remove 
impacted teeth when there is a capable exo- 
dontist in the neighbourhood. 

We should therefore have regular symposia 
and original papers at meetings, the proceed- 
ings of which could be published in one of 
the accepted South African journals. 

One of our most important functions, how- 
ever, will be the training of future plastic 
surgeons and the recognition of suitable candi- 
dates as members of our group. This could be 
done in several ways, but not by the methods 
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recognized to-day, which make it very diff- 
cult indeed for future plastic surgeons to train 
in this country. Accepting the necessity for a 
higher degree and the back-ground of general 
practice and general surgery as a basis, we 
should impress the Medical Council with what 
we consider adequate training for future 
plastic surgeons; for in the past, decisions 
have been made by persons who have not had 
the benefit of expert advice in these matters. 

At the moment, no candidate can become 
a registered plastic surgeon in this country 
unless he has served a certain time in a teach- 
ing hospital. There are only 2 teaching hos- 
pitals in this country with recognized plastic 
surgeons on their staffs, and the beds allocated 
to these surgeons are limited. The type of 
case treated consists mainly of trauma and 
tumour and, unless a Children’s Hospital is 
attached to that section, it is possible for a 
plastic surgeon to be developed in such a 
unit without ever having assisted at an opera- 
tion on a child’s lip or palate. Because elec- 
tive surgery (or cosmetic surgery, as it is 
sometimes called) does not find its way to the 
General Hospitals, these candidates have no 
Opportunity whatever of gaining experience in 
this type of surgery. Such a candidate (who 
has had experience only in a General Hospital) 
is, in my Opinion, unfitted to join our group. 
Contrariwise, it is possible for a candidate to 
participate in thousands of plastic operations 
over many years, and to assist at every kind of 
surgical procedure known in the book, with- 
out having one day of his work credited 
towards his qualification as a plastic surgeon, 
simply because he has not been officiallv 
attached to one or other hospital. This is an 
iniquitous state of affairs which should be 
taken up by our group at the earliest possible 
opportunity. 

I would personally recommend that the 
American system should be followed in this 
regard, whereby candidates for the Board of 
Plastic Surgery are given not only a written 
examination, but are also compelled to submit 
complete records of cases at which they have 
assisted and cases on which they have operated 
in order to show quite clearly that their plastic 
surgical field covers the entire range of work 
required. A plastic surgeon should be capable 
of carrying out repair work on any part of the 
body, and we owe it not only to the com- 
munity but also to our own standards that 
colleagues admitted to this group as full mem- 
bers should be of this type. I am personally 
not averse to any general surgeon’s under- 
taking plastic surgical procedures, and confin- 
ing himself to such procedures as he feels 
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capable of doing; but our own group should 
be very selective in admitting to its ranks only 
surgeons who we feel come up to an adequate 
standard. In this way the respect of our 
colleagues here and overseas will remain at a 
high level. It seems to me, therefore, that 
one of the first things we should strive for is 
that whenever the Medical Council deals with 
matters relating to our speciality, our group 
should be represented at such discussions. 

In addition, we should affiliate ourselves 
with important groups overseas, particularly in 
the United Kingdom and America, in order 
to allow for the interchange of ideas and of 
teaching facilities. This would undoubtedly 
strengthen our position in relation to authori- 
tative bodies in Southern Africa. 

Financial. The question of a tariff of fees 
for plastic surgical operations was formerly in 
a chaotic state because there was no recognized 
body to deal with this matter from the plastic 
surgeons’ point of view. It is most necessary, 
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therefore, that this group should advise the 
Federal Council or the Contract Practice Com- 
mittee, or any similar body, on matters relat- 
ing to a tariff of fees. 

With the foregoing matters in mind, I 
would ask you to consider the drawing up of a 
Constitution and, to assist you in your deci- 
sions, I suggest the regulations which are 
based on the constitutions of the British Asso- 
ciation of Plastic Surgeons and of the Ameri- 
can Board of Plastic Surgeons. 

In conclusion, I would like to thank you all 
for coming here to-day, and to say I feel sure 
that South Africa will benefit by the result of 
your deliberations. 


OPSOMMING 


’n Vergadering is op 4 Augustus 1956 in Johan- 
nesburg deur mnr. Jack Penn, F.R.C.S., belé met 
die doel om oorweging te verleen aan die stigting 
van 'n Vereniging van Plastiese Chirurge. 

Verskillende redes vir hierdie stap is deur die 
sameroeper bespreek onder die hofies geskiedkundig, 
eties, klinies, organisatories en finansieel. 


THE BATTEZZATI-TADDEI ARTIFICIAL KIDNEY 
ITS DYNAMICS 


A. J. LEONSINS, M.B. (RAND), F.R.C.S.E. 
U. GIUNCHI, M.D. (BOLOGNA) 


and 


M. G. SaMassA, D.Sc. (PADUA), F.C.S. (LONDON) 
Department of Surgery, University of the Witwatersrand, Johannesburg 


The 1955 model of the artificial kidney 
designed by Battezzati and Taddei is the latest 
apparatus used for haemodialysis (Fig. 1). It 
consists of a 1.5 cm. thick plexiglass circular 
tank, 71 cm. (28 inches) high and 79 cm. (31 
inches) in diameter, mounted between 2 con- 
trol boxes on a swivel-wheeled metal base. The 
plexiglass container has a plexiglass domed lid, 
which can be closed hermetically by a rubber 
washer, for ultrafiltration in cases of severe 
oedema associated with renal dysfunction. The 
boxes contain reserve buffer batteries (6-volt 
motor-car battery type), a transformer and an 
electric motor for the blood pump. The con- 
trol panel is fitted with instruments for operat- 
ing the machine. 

The weight of the empty apparatus is 260 
Kg. (572 Ib.). Its overall length is 150 cm. 


(58 inches), its width 86 cm. (34 inches) and 
its height 101 cm. (40 inches). 


Plexiglass was chosen because of its strength, 
outstanding stability, optical characteristics and 
low specific gravity. It is almost unaffected 
by moisture and by low or medium tempera- 
tures. The apparatus can turn in its own 
length and it can be wheeled to the patient's 
bedside. 

In the plexiglass tank, symmetrically equi- 
distant from the centre and from one another, 
are placed 3 fixed interconnected heavy plexi- 
glass cylinders or stationary drums, 60 cm. 
(24 inches) high, and provided on their outer 
surfaces with 12 broad bands of sharp grooves 
6 mm. deep, wound spirally or helically (Figs. 
2, 3). 

The total length of each grooved band per 
cylinder is 7 metres (23 feet) and on these 
grooves a cellophane tubing is laid, both sides 
resting on a protruding edge which prevents 
it from slipping or overswelling. This over- 
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comes the risk of haemorrhage into the arti- 
ficial kidney bath. 

Each of the 3 cylinders has an outer plexi- 
glass jacket consisting of 2 halves, the inner 
surfaces of which are patterned with 12 
grooved bands which coincide with those of 
the inner cylinder. After the cellophane tubing 
has been wound on the inner drum, the exter- 
nal jacket halves are carefully placed over it 


0mmHg 


and then fixed in position by means of 5 stain- 
less steel bands. The apices of the grooves do 
not meet; there is a space of 2 mm. which 
permits free blood flow throughout the dia- 
meter of the cellophane tubing (Fig. 4). 

The seamless tubular cellophane membrane 
provides a maximum filtering surface within 
a pre-calculated limit of stretch, compatible 
with its mechanical characteristics and inde- 
pendent of the rate of flow, pressure or fric- 


tion. The mechanical advantages of the 
grooved track also permit reversal of the direc- 
tion of flow of the rinsing fluid for iso- and 


counter-current dialysing processing. The 
‘ anti-peristaltic’ counter-current further allows 
a greater utilization of the bath fluid. 


1 
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The plexiglass tank has a working capacity 
of 250 litres of dialysing fluid and the 3 
dialysers, coupled in series, house 21 metres 
(69 feet) of cellophane tubing, corresponding 
(when fully dilated) to 15,000 sq. cm. of 
dialysing areas. A thermostatically controlled 
water heater, together with a water circulation 
pump, also stand in the tank. 


INNER 
OUTER 


In addition to this simple and very efficient 
flow system of the rinsing bath, there is an 
equally efficient flow system of a blood circu- 
lation. The technique used by the Battezzati- 
Taddei artificial kidney implies vein-to-vein 
extra-corporeal circulation, assisted by 2 single- 


acting electrically driven diaphragm pumps 
(Fig. 5) installed on the top of one panel and 
connected in parallel to draw venous blood 
from the patient continuously and uniformly. 
The rate of flow through the machine can be 
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maintained at about 110-120 ml. per minute. 
Thus one sample of uraemic blood will take 
about 15 minutes to circulate completely 
through the cellophane circuit. 

The blood from the patient’s arm vein is 
drawn through silicone rubber tubing and 
polyethylene connexions into the cellophane 
duct and finally, after partial dialysis, it flows 
through a nylon filter (Fig. 6) and back to 
the patient via the saphenous vein. 


As dialysis proceeds, electrolyte equilibrium 
between blood and rinsing or bath fluid occurs. 
The plasma electrolyte content can be changed 
by varying the composition of the rinsing fluid, 
e.g. in hyperpotassaemia no potassium chloride 
is added to the rinsing fluid in order to enable 
the patient’s excess potassium to diffuse into 
the bath. 

Thermal and chemical stability are ideally 
maintained in rubber-like siliconized com- 
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pounds, which were chosen together with poly- 
thene plastics as they are also characterized by 
strength and some flexibility. 

Special mention must be made of the blood 
pumps and their relative suction and delivery 
valves (one of each i pump). The T-shaped 
pumps are made of stainless steel, consisting 
of a solid vertical cylindrical body (12 cm. long 
and 4.5 cm. in diameter, with a cross-piece 11 
cm. long and 5 cm. in diameter), glass-lined 
and resting horizontally on the control board. 
The suction ends are connected to the patient 
and the delivery valves to the dialysing system. 
The cylinder of the pump with its stainless 
steel piston is sunk deep to the control board. 
The periodic pressure (stroke of 2m.) is caused 
by the stroke of the piston, mechanically timed 
with the opening of the valve, which causes 
the filling and the emptying of a thin rubber 
tubular bellows ending in the 2 valves. These 
are in turn connected through a Y-tube to 
the polythene tube and so to the cellophane 
system. 

The cellophane found most suitable for this 
apparatus is either a German make (Kalle & 
Co., Wiesbade; porosity 0.0025 inch) or an 
American brand (Visking & Co. Chicago; 
porosity 0.0010 inch). Both are uniform 
seamless tubes 3.5 cm. in diameter when flat. 
Either is required in 3 lengths of 7 metres 
each. They must be meticulously tested after 
sterilization for any flaws or leakages. 
Generally about 60 metres of cellophane is 
examined to obtain 3 satisfactory lengths. The 
cellophane permits all known retention pro- 
ducts such as phenols, urea, creatinine and 
uric acid to pass through the membrane, but 
large molecules such as proteins and blood 
cells do not. 

Glycerine usually coats the new cellophane, 
but this can be completely washed out by 
boiling for 4 hours in distilled water, which 
should be changed every hour. Before wind- 
ing it on the cylinders, completely aseptic pre- 
cautions must be observed with all the con- 
nexions and tubing which will contain the 
patient’s blood. It takes approximately 5 hours 
to prepare the machine for connexion to the 
patient. 

Air locks decrease the dialytic area, hence 
all connexions must be well fitting and all 
possible leakages must be avoided. A special 
filter of fine nylon is part of the machine and 
thus all blood returning to the patient is 
automatically freed of air and foam. This filter 
not only prevents foaming, but also keeps the 
inflow into the blood stream within the limits 
of clinical tolerance. The filter is purposely 


placed at a level higher than the exit of the 
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blood stream, thus allowing a compression 
filtration. 

The formation of foam is not fully under- 
stood, but it is related to the simultaneous 
presence in solution of proteins and salts and 
occurs whenever mechanical agitation takes 
place under a specific thermal pattern. 

The dynamics established by this filter and 
the artificial kidney seem to cause no foam 
problem. 

A few basic facts related to dialysis and its 
dynamics may be recalled. Graham (1861), 
stimulated by his own experiments on velocity 
of diffusion of particles in solution (molecules, 
aggregates, micelles, etc.) tried to magnify this 
phenomenon by separating the solute from 
its solvent by means of an adequate semi- 
permeable membrane. Certain definitions and 
laws were elaborated from his observations 
and conclusions. 

Dialysis is the separation of a colloid (e.g. 
plasma proteins) from a substance in true solu- 
tion (electrolyte or crystalline solids) by allow- 
ing the latter to diffuse through a semi-per- 
meable membrane (parchment, cellophane, 
peritoneal tissue, etc.). 

Osmosis is the diffusion of a solvent through 
a membrane into a more concentrated solution, 
in order to equalize the concentration on both 
sides of the membrane. 

Osmotic pressure is the pressure that must 
be applied to a solution in order to prevent 
osmosis into the solution. 

Oncotic pressure is the negative pressure 
exerted by the colloids (plasma proteins) on 
the water against its displacement through the 
membrane. To balance the oncotic pressure 
(in the region of 25-35 mm. Hg) it has been 
found that the Battezzati-Taddei-Confortini 
artificial kidney requires only 0.3% of glucose 
in the dialysing bath, against 1% used in 
similar apparatuses used by other workers. 

The dynamics of the dialysis where colloids 
and several true solutions are simultaneously 
present, as in the artificial kidney, are very 
complicated, and a comparison cannot be made 
with the excretory dynamics of the human 
kidney, because of the different parts played 
by the phenomena of dialysis and filtration. 

Factors such as the hydrostatic pressure 
(weight of the fluid loaded upon the mem- 
brane), temperature co-efficient of dialysis 
(Brownian movement), concentration, electro- 
chemical phenomena, physical properties of the 
membrane, etc. interfere with a systematic 
explanatory analysis of the process, which con- 
ones to the hydraemic and electrolytic 
equilibrium. 

Ultrafiltration is one way of using hydro- 
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static pressure for adjusting the fluid equili- 
brium between the blood to be dialysed and 
the rinsing fluid. 

A suction from 100 to 150 mm. Hg is 
exerted above the water level of the bath or 
tank and, as a result, haemo-concentration 
takes place, because excess water is drawn off 
the uraemic blood and, in turn, oedema fluid 
from the interstitial tissue spaces enters the 
circulation, in order to maintain adequate 
blood volume. 

A good estimate of the osmotic pressure and 
the molecular weight of whole blood (neces- 
sary to formulate the composition of the bath) 
can be obtained by the cryoscopic method, 
according to the law of Raoult and van’t Hoff. 
This measures the depression of freezing point 
of a given quantity of plasma. 

The osmotic pressure in milliosmols per 
litre is calculated by multiplying by the factor 
5.4. 

The acidity or alkalinity of the media (blood 
and dialysing fluid) are expressed by the con- 
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centration (in mg.) of the solute before and 
after dialysis, to the concentration before the 
dialysis, when the dialysis takes a given time. 

The data in Fig. 7 may vary within narrow 
limits, which depend of course on the capacity 
at which the pumps are set. The speed of 
suction may vary according to experimental or 
clinical practice, and may be adjusted from 70 
to 450 c.c. per minute. However, in Man the 
average clinical optimum rate of flow has been 
proved to be from 110-120 cc. per minute. 
(In experimental animals, e.g. dogs, the aver- 
age rate we used was +90 cc. per minute). 

Experiments have demonstrated that the 
efficiency of this machine is excellent. During 
perfusion no variation of flow needs to take 
place, the rate of discharge of the pump being 
constant and the distension affecting the cello- 
phane during operation also remaining con- 
stant. It is fair to stress that, together with 
the mechanical construction of the pumps, the 
all-round plastic protection to the cellophane 
tubing is sass for its pre-calculated ex- 
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ventional pH value, i.e. the logarithm of the 
reciprocal of the concentration of hydrogen 
ions. 


The process of dialysis can further be appre-: 


ciated by the ratios Index of Extraction and 
Index of Dialysis. The Index of Extraction 


is the ratio (referred to as 100) of the dif- 
ference of concentration (in mg.) of the solu- 
tion on both sides of the dialysing membrane, 
to the concentration of the solution to be 
dialysed. 

The Index of Dialysis is the ratio (also 
referred to as 100) of the difference of con- 


pansion. This allows a very uniform discharge 
or blood suction curve. 

The formula of the rinsing solution may 
vary from patient to patient and this is one of 
the most important items that may affect the 
dialysis. The solution for the average uraemic 
patient is a follows: 


NaHCo, ... . 2.4 g. per litre 
MeCl,.GH,O ... ... 1 g. per litre 
3 g. per litre 
CaCl,.6H,O awe 
Glucose ... ... ... 3.0 g. per litre 
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The total number of milliosmols per litre 
is 295 and the further addition of glucose, 
which may vary from case to case, increases 
this figure to that of the patient’s plasma. 

Uniform concentration of the rinsing fluid 
is ensured by the dynamic effect of a special 
water pump which revolves at the bottom of 
the bath and which permits regulation of the 
rate of tank circulation, forcing the fluid up- 
wards between the jackets of the dialysers. 
This fluid overflows the rims of the cylinders 
into the tank and so ensures uniform constant 
agitation and admixture. This continuous 
agitation of the solution, caused by the rapid 
flow along the grooves adjacent the cellophane, 
yields a high dialysis index and shortens the 
duration of the dialysing process. Further, by 
altering the direction and speed of flow of the 
tank fluid against the cellophane, the uraemic 
scum is washed away slowly or rapidly. 

The perfusion is performed under slight 
hypothermia which is controlled by the thermo- 
regulator and the temperature is kept constant 
2-3° C. below that of the blood stream. The 
latter, on the other hand, is in any case below 
normal, due to the donor's cold blood (3 
a used to fill the apparatus. The num- 

r of connexions (silicone, polythene, etc.) 
along the whole circuit has been reduced to a 
minimum. This is a great advantage in avoid- 
ing the danger of blockage by blood clots or 
airlocks. 

The degree of heparinization of the blood 
is kept extremely low (2 to 3 mg. per Kg. 
body weight; +25 minutes clotting time). 
Thus almost no clots are detected in the filter, 
as has been mentioned. 


CONCLUSIONS AND SUMMARY 


In considering the dynamic aspects of the 
Battezzati-Taddei artificial kidney the follow- 
ing should be stressed : 

1. Thorough manoeuvrability of the appara- 
tus to the patient's bedside, although a special 
room fitted with a laboratory work bench and 
a floor level drainage channel is preferred. 

2. Simplicity of operation, once the preli- 
minary 5 hours of preparation of the machine 
is completed. 

Good clinical responses occur within 7 or 
8 hours. 

3. Reliability of the blood pumps, together 
with a high co-efficient of efficiency. 

4. Complete and continuous control of the 
whole apparatus during the process of dialysis 
is possible due to its total transparency. It is 
easy to quickly disconnect it if any one of the 
3 dialysers breaks down because of haemo- 
rrhage into the artificial kidney through failure 
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of the cellophane or of any flexible connexion. 

5. Ease and reliability of the following 
items : 

(a) Vacuum exerted for ultrafiltration; 

(b) Temperature of dialysing bath; 

(c) Air-tightness of all connexions; 

(d) Cleanliness of every single part of the 
apparatus, achieved by a safe germicidal fluid, 
e.g. Geigy’s Desogen, which is non-haemolytic 
in 0.5—1% dilution. 

6. Due to the highly efficient kinetics of 
the circulation of the dialysing solution which 
involves a maximum cellophane filtering area, 
the excessive urea, potassium, phenols and 
other uraemic products are adequately removed. 


OPSOMMING 
By die oorweging van die dinamiese aspekte van 
die kunsmatige Battezzati-Taddei-nier moet die vol- 
gende beklemtoon word: 

1. Deeglike maneuvreerbaarheid van die apparaat 
tot by die pasiént se bed—hoewel ’n spesiale kamer 
toegerus met laboratoriumwerkbank en 
dreineringskanaal op vloerhoogte verkieslik is. 

2. Eenvoudige operasie, nadat die voorafgaande 
5 uur van voorbereiding van die masjien voltooi 
is. 

Goeie kliniese reaksie binne 7 tot 8 uur. 
3. Betroubaarheid van die bloedpompe, gepaard 
met ’n hoé doeltreffendheidskoéffisiént. 

4. Algehele en ononderbroke kontrole oor die 
hele apparaat gedurende die dialise-proses is moont- 
lik omdat dit volkome deurskynend is. Dit is 
maklik om dit vinnig af te sluit indien enigeen 
van die 3 dialisators buite werking gestel word 
deur bloeding in die kunsmatige nier in ten gevolge 
van enige defek in die sellofaan of in ’n buigbare 
konneksie. 

5. Die gerief en betroubaarheid van die vol- 
gende: 

(a) die vakuum wat uitgeoefen word vir ultra- 
filtrasie; 

(b) Die temperatuur van die dialisasiebad; 

(c) Die lugdigtheid van alle verbindings; 

(d) Die sindelikheid van iedere onderdeel van 
die apparaat. Dit word bewerkstellig deur ’n veilige 
kiemvernietigende vloeistof, bv. Geigy se Desogen, 
wat nie-hemolities self in ‘n hoé verdunning is. 

6. Weens die hoogs doelmatige kinetika van die 
omloop van die dialisasie-oplossing waarby ’n mak- 
simum-sellofaanfiltrasiegebied betrokke is, word die 
oortollige ureum, kalium, fenols en ander uremiese 
produkte op ‘n doeltreffende wyse verwyder. 
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The search for methods of eliminating degrada- 
tion products in kidney failure has been an 
old one. Before the advances in modern 
medicine, sweating and purgatives were tried 
without clinical success. As early as 1913 Abel, 
Rowntree and Turner,' using a semipermeable 
membrane of collodion, circulated the blood 
of dogs outside the body and removed toxic 
substances whilst retaining serum proteins and 
the cellular elements of the blood. Greater 
progress with an artificial kidney was not pos- 
sible until heparin and seamless cellophane 
tubing was introduced. 


KIDNEY FUNCTION 


Normal kidneys can concentrate urine of 
1.032—1.029 specific gravity and the least 
amount of urine essential to transport nearly 
50 g. of waste products is almost 500 ml. In 
diseased kidneys, if the urine cannot be con- 
centrated above a Sp. Gr. of 1.020, the mini- 
mum urime necessary to excrete a similar 
quantity of waste products is about 1,000 ml. 
and if the Sp. Gr. cannot be greater than 1.014 
at least 1,300 ml. of urine are necessary to 
excrete 50 g. of urinary solids. For this reason 
nephritics become dehydrated more rapidly 
than normal persons, unless they have about 
3,000 ml. of water intake daily. The impor- 
tant normal constituents of urine per 24 hours 
are chlorides 10 g. sodium 4 g., potassium 
4 g., phosphates 2.5 g., calcium 0.2 g., urea 
25-30 g. 

A patient is oliguric if less than 300 ml. 
urine are passed daily and anuric if there are 
less than 100 ml. of urine daily. Table I pre- 
sents numerous varied conditions causing acute 
renal failure (Allen’s classification of renal 
tubular diseases). 

Moon!® suggested the term ‘acute tubular 
nephrosis’ as more descriptive, whilst other 
workers use the term ‘acute tubular necrosis’. 
Keitzer’s classification’? includes circulatory, 
nephrotoxic and glomerulo-tubular sub-head- 
ings. 


TABLE 1 


Proximal Nephron Nephrosis. Osmotic. (50% 
glucose or sucrose injected intravenously may cause 
tubular damage.) 

Fat, chemicals (mercury, bichromate, potassium 
chlorate, ethylene glycol, bismuth), haemosiderosis, 
march and cold hemoglobinuria. 

Proximal and Distal Nephron Nepbrosis: Incom- 
patible blood transfusions, cholaemia, sulphonamides, 
glycogenaemia. 

Distal Nephron Nepbrosis: Myeloma, gout, 
parenchymal nephrocalcinosis. 


Oliver's micro-dissections of whole nephrons 
have shown clearly that the lesions are not 
limited to the distal convoluted tubules only, 
but that there is also epithelial degeneration, 
necrosis or rupture of the basement membrane. 
Nephrotoxins largely disintegrate the proximal 
tubular epithelium, whereas renal ischaemia 
besides causing tubular epithelium lesions, also 
results in rupture of the tubular basement 
membrane so that the tubular contents leak 
into the renal interstitial tissue, with resultant 
oedema. The lesions in acute renal failure 
are scattered among groups of nephrons as 
well as in varying sections of individual 
nephrons. Many segments of the kidney may 
be spared. Therefore, once the interstitial 
oedema is resorbed, the diuretic phase is 
ushered in by the resumption of function of 
nephron groups not seriously damaged. This 
explains the sudden increase in the volume of 
urine, which after 5 or 6 days of severe 
oliguria, reaches 2-3 litres in 24 hours. 

After tubular epithelium regenerates, the 
resultant large volume of urine produced daily 
is very hypotonic and, as explained later, may 
be due to a specific defect of the regenerated 
epithelium. Merrill'S recently used another 
classification (modified), which is also relevant 
to our discussion (Table 2). 

In Merrill's series of 225 patients with acute 
renal failure no specific etiologic diagnosis 
could be made in 25% of cases. 
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TABLE 2 
REVERSIBLE CAUSES OF ACUTE RENAL FAILURE 


A. The obstructive uropathies. 

B. Acute pyelonephritis. 

C. Circulatory insufficiency. 

1. Water and electrolyte loss (diarrhoea, heat 
stroke, excess vomiting). 

2. Whole blood or plasma loss. 

3. Myocardial failure. 

4. Vascular failure. (This includes crush injuries, 
major surgery, burns, obstetric procedures, 
hepato-renal syndrome, aortography.) 

D. Nephrotoxins (mercury bichloride, sulphon- 
amides, carbon tetrachloride, chloroform, mush- 
room ingestion. 

E. Intravascular haemolysis (incompatible  trans- 
fusions, distilled water infusions). 

F, Salicylates (cause urinary suppression); bromide; 
barbiturates—phenobarbital is dialysable, Nem- 
butal 1s slightly dialysable, but Seconal and 
Amytal are undialysable. 

G. Intractable oedema. 

H. Alcoholic coma. 


POTENTIALLY REVERSIBLE CHRONIC RENAL DISEASE 


Obstructive Uropathy: 

Congenital defects; Prostatism; Renal calculi; 
Carcinoma (cervix, prostate); Endometriosis; 
Urethral stricture. 

Infection : 

Superimposed acute pyelonephritis. 

The renal lesion of subacute bacterial endocarditis. 
Metabolic Renal Disease: 

Vitamin D intoxication; Calcium and alkali inges- 
tion; Sarcoidosis; Hyperparathyroidism; Potassium 
depletion; Renal tubular acidosis; Fanconi syndrome. 


CLINICAL PROGRESS OF ACUTE UR-EMIA 
Pre-uraemic phase. During the first 4-7 days 
of acute renal insufficiency the patient can take 
fluids and food and feels fairly well. 

Acute Uraemic Phase. This may set in 
from the 5th to the 12th day. There is acute 
mental confusion, marked abdominal disten- 
sion, there may be continuous vomiting, 
hicupping and jerking of the extremities. 
Occasionally there may be carpo-pedal spasm, 
various degrees of cyanosis and a high blood 
pressure, unless there is a marked potassium 
intoxication. 

How rapidly a patient may change from the 
pre-uraemic to the uraemic phase depends upon 
how well he has been treated. 

The Diuretic Phase (tubular regeneration) 
may begin any day after the onset of anuria, 
up to 30 days if the patient lives that long. 
Pericarditis is usually a serious sign. Oedema 
(pulmonary or cerebral) is often present and, 
once the full clinical picture has been estab- 
lished, there is less than a 50% chance of sur- 
vival. Before the advent of the Kolff artificial 
kidney no patient survived more than 20 days 
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of oliguria. Lewis et al.!° describe the case of 
an 8-year-old boy with acute glomerulonephri- 
tis who survived 52 days of anuria and 4 
dialyses and who was in good condition after 
each dialysis. During the diuretic period 2-3 
litres of dilute urine may be passed. The 
selective reabsorption by the regenerated 
tubular epithelium is faulty with marked loss 
of sodium, potassium and bicarbonate (tubular 
acidosis). Salt wastage may continue for weeks 
or months. Non-protein nitrogen remains 
high for several weeks despite the increased 
urinary output and is probably a result of 
increased tubular reabsorption during the 
recovery period. 

In the first 15 days of acute tubular nepnro- 
sis the chief causes of death are pulmonary or 
cerebral oedema and cardiac arrest due to 
potassium intoxication. With our clearer 
appreciation of fluid, electrolyte and calorie 
balance and the strict application of the Borst 
regime,> more lives are saved; but it is our 
contention from the analysis of many reports 
that the artificial kidney increases this salvage 
rate. 


SOME SIGNS AND SYMPTOMS OF ACUTE RENAL 
FAILURE 

Administration of relatively excess water and 
sodium are responsible for the pulmonary con- 
gestion of renal failure. Radiologically the 
“uraemic lung’ consists of large fluffy shadows 
in the inner lung zones out of proportion to 
the clinical signs and appearance of the patient, 
who may not appear dyspnoeic. 

Pericarditis may occur in 20% of patients 
with acute renal failure and is compatible with 
complete recovery. 

te Disturbances. There is sodium 
and potassium retention. Hyperkalaemia is a 
frequent cause of death. 

Serum phosphate is elevated and serum cal- 
cium depressed, resulting in muscular hyper- 
irritability and twitching. Nor-epinephrine 
and epinephrine are increased in acute renal 
insufficiency because of defective excretion. 
These substances may be responsible for 
cardiovascular abnormalities, e.g. hypertension 
and congestive heart failure. 


IMPORTANT PRINCIPLES IN THE MANAGEMENT 
OF THE OLIGURIC AND ANURIC PHASES 


Fluid Balance. Acutely ill, traumatized anuric 
patients produce a greater amount of endo- 
genous water than had previously been cal- 
culated. The average consumption of body fat 
may average 300 g. a day despite the provi- 
sion of 1,000 calories a day as intravenous 
glucose, ie. a total of nearly 4,000 calories 
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daily. Merrill'5 advocates only 400 ml. of 
water a day for the average 70 Kg. man, as 
the water oxidation from fat and glucose 
amounts to another 425 ml. Thus a total of 
825 ml. of water adequately replaces the 
insensible losses. Extra fluids are only added 
in a volume equal to other extrarenal losses, 
such as from the gastro-intestinal tract. 

Daily weighing of the patient is also a good 
guide to excessive fluid retention or loss. 
Every 1 lb. gained represents a retention of 
450 ml. To prevent overhydration there must 
be a small daily weight loss of the order of 
8 oz. a day on the assumption that the basic 
caloric requirements are provided. 

Calories. The provision of calories in the 
form of fat or carbohydrate reduces the endo- 
genous oxidation of protein to meet basal 
energy requirements. 

This is the basis of the high fat-glucose 
régime introduced by Borst.? If sufficient 
exogenous calories are not provided, there is 
an inevitable catabolism of body protein with 
formation and accumulation of nitrogenous resi- 
due with increase of urea, uric acid, sulphates, 
potassium and phosphates. The importance 
of glucose is that it not only decreases protein 
breakdown, but also prevents the accumulation 
of ketones resulting from incomplete fat oxi- 
dation. A minimum of 100 g. glucose or 
invert sugar is adequate to prevent ketosis. 
Additional calories may be given as oral emul- 
sified fat (Ediol-Schenley). Most patients are 
anorexic and even if food is introduced by 
means of a fine stomach tube, they frequently 
vomit. Merrill!> makes the point that although 
the endogenous fat catabolism may be as high 
as 3,600 calories a day, the body has enough 
fat to burn at this rate for 7-10 days. He 
administers in 24 hours 200 g. glucose in only 
400 ml. of water through an indwelling poly- 
thene catheter threaded into a large vein. It 
is suggested by the authors that 200 g. of 
invert sugar, i.e. equal quantities of fructose 
and glucose, in 400 ml. of water and 100 ml. 
of 98% ethyl alcohol is a valuable basic mix- 
ture and which should not be given in under 
7 hours. This 500 ml. mixture provides 1,400 
calories. Fructose metabolism is not impaired 
by acidosis.'* 


Electrolytes. Sodium is not necessary unless 


plasma levels are low and there is no over- 
hydration. Less than 1 g. per day is safe, if 
sweating is not excessive. If there is diarrhoea 
or vomiting, then appropriate replacement is 
essential by 3% saline solutions, ie. a very 
hypertonic solution, and the calculation is 
based on half total body water. If there is 


relatively greater deficiency of chloride with 
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accompanying alkalaemia, then ammonium 
chloride 1.8% is administered at the rate of 
100 ml. an hour to allow the ammonium ion 
to be converted to urea. If there is acidaemia 
with a low sodium level or a low blood 
pH, sodium bicarbonate or lactate may be 
given slowly. Excess sodium is the chief 
extracellular ion and shifts water into the 
extracellular compartment with the danger of 
precipitating pulmonary and cerebral oedema. 

Potassium should not be provided, because 
of endogenous accumulation resulting from 
body tissue breakdown. Acidosis favours its 
increasing concentration in the extracellular 
fluid. Any infection must be avoided or 
treated actively with antibiotics or drainage. 
Blood accumulations must be drained. Non- 
eg calories must be provided. The small 

wel contains higher concentrations of potas- 
sium than the stomach, hence Miller-Abbott 
tube drainage may be helpful in preventing 
potassium accumulation. Clinically, hyper- 
kalaemia, is characterized by generalized weak- 
ness, tingling of the mouth, tongue, hands and 
feet, numbness of the limbs progressing to 
paralysis, and absence of deep tendon reflexes. 
Finally, cardiac arrhythmia may occur, and this 
is especially significant if a bradycardia already 
exists. 

The treatment of hyperkalaemia in anuria is 
more difficult than in non-uraemic patients. 
Cation exchange resins are of little use. One 
may use 150 ml. to 300 ml. glucose infusions 
with one unit of insulin for every 3 g. of 
glucose. This undoubtedly produces improve- 
ment as the resulting glycogen storage in 
liver and muscle cells removes significant 
amounts of serum potassium and phosphate 
ions. 

Meroney and Herndon'* advocate using 
100 ml. of 10% calcium gluconate in hyper- 
kalaemia because calcium is physiologically 
antagonistic to potassium and, further, in 
renal insufficiency there is also a concomitant 
hypocalcaemia. We have been using 10 g. 
calcium levulinate as the HCO; ions released 
during metabolism also assist in counteracting 
acidaemia. Lown e¢ al.!! warn that if a patient 
is digitalized, calcium should be administered 
continuously as the digitalis effect is enhanced 
and it is probable that this mechanism operates 
through potassium antagonism. Hence, if the 
potassium level is lowered significantly by any 
means, the dose of digitalis required to pro- 
duce toxicity may be reduced to one-third or 
one-fifth. 

However, Merrill!> advocates the infusion of 
200 ml. of 3% or 5% saline solution if a 
rapid improvement is essential. Electrocardio- 
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graphic records and clinical manifestation of 
hyperkalaemia improve remarkably. Keating 
et al.> suggested alkaline sodium salts as being 
even more powerful potassium antagonists 
than saline because, in addition, the alkaline 
ions may specifically facilitate the transfer of 
potassium into the cells. An intravenous 
infusion of 300 ml. of 5.4% sodium lactate 
solution (i.e. 16 g. of sodium lactate and equi- 
valent to 144 mEq. of bicarbonate) may be 
rapidly introduced with good effect provided 
there is no incipient congestive heart failure. 

If an artificial kidney is available there is no 
doubt whatever that it is the most effective 
method in overcoming potassium intoxication. 


ELIMINATION OF ACCUMULATING KATABOLIC 
PRODUCTS BY EXTRARENAL METHODS 


Intestinal Lavage. In 1929 Auguste employed 
duodenal drainage in the treatment of uraemia, 
as it was shown that fairly large quantities of 
nitrogenous waste products could be removed 
in this way. Later workers employed perfusion 
intestinal methods. In 1947 White and 
Harkins? isolated a loop of intestine and, by 
perfusing this segment of bowel, they were 
also able partially to remove excess urea. In 
1951 Twiss and Kolff?? treated a patient who 
survived 46 days’ after the removal of a soli- 
tary kidney. The intestinal mucosa acts as an 
inert semi-permeable membrane and urea 
attains a state of diffusion equilibrium. Thus, 
as urea is washed out of the intestinal lumen 
by suction, so more urea from the blood 
diffuses in because of a diffusion gradient. 
However, this does not apply to uric acid, 
phosphates and creatinine and other important 
uraemic metabolites. Electrolyte disturbances, 
particularly those concerning sodium and 
chloride, easily occur unless the correct per- 
fusion fluids are used to maintain ionic balance. 
This is not an efficient method of dealing with 
renal failure. 

Peritoneal Dialysis. In 1923 Ganter first 
used peritoneal dialysis in patients with renal 
failure and he effectively removed azotaemic 

roducts. In this respect the peritoneal mem- 
fonie is more effective than the intestinal 
mucosa. 

In 1948 Frank e¢ al.4 employed continuous 
perfusion into and out of the peritoneal cavity 
through 2 trocars. Even though this method 
is effective, it is beset with numerous technical 
difficulties, e.g. tube blockage and peritonitis. 
As much as 18 g. of urea can be removed in 
a 12-hour perfusion. In the absence of an 
artificial kidney this is the best alternative 
method of dealing with acute renal failure. 
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This is also a valuable method of removing 
excess oedema fluid.2? By adjustment of the 
glucose concentration of the peritoneal fluid, 
as much as 5 litres of oedema fluid can be 
cleared daily. 

Exsanguination and Replacement Trans- 
fusions. This difficult procedure involves the 
removal of uraemic blood and the simultaneous 
re-infusion of freshly drawn citrated blood. 
To be effective as much as 80 pints of fresh 
blood is essential and all this to remove 20 g. 
of urea and other metabolites. However, it 
may be of value in incompatible blood trans- 
fusion cases. 


THE ARTIFICIAL KIDNEY AND 
EXTRACORPOREAL DIALYSIS 


In 1913 Abel e¢ al.! first described vividiffu- 
sion. They circulated the blood of dogs out- 
side the body and, with a semi-permeable 
membrane of collodion, crystalloid toxic pro- 
ducts were removed whilst proteins and cellu- 
lar elements of the blood were retained. To 
prevent clotting within this system of extra- 
corporeal dialysis crude hirudin, obtained 
from crushed leech heads, was used. 

In 1938 Thalimer first used seamless cello- 
phane tubing and heparin; but it was not until 
1943 that Kolff © constructed the first clinically 
successful artificial kidney (Fig. 1). Commer- 
cial cellophane is not pure cellulose; it con- 
tains glycerine, urea and certain sizing 


Fig. 1: In the Kolff type of kidney the patient’s 
blood leaves the radial artery (1) through a Flow- 
meter (2) (rate of blood flow controlled by a screw 
clamp) and then via the special couplings (3) into 
the 40 m. cellophane coils (4) wound around the 
rotating (25 revolutions per minute) drum and in 
partial contact with the dialysing tank (5). Drugs 
or fluids may be administered or removed through a 
special T-connection (6) which allows fluids adminis- 
tered to pass either through the kidney or intro- 
duced directly into the patient’s venous circulation. 
After dialysis the blood passes through a compression 
or suction pump (7) and then through an air 
bubble trap and blood clot filter burette (8) before 
finally returning to the patient's vein (9). 
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materials which prevent cohesion. After 
overnight soaking in a tank containing fresh 
running water, the cellophane tube may be 
washed completely free of glycerine by boil- 
ing it for 4 hours in water which should be 
changed every hour. The cellophane may be 
stored wet in a refrigerator until required. 
During boiling and washing the cellophane 
swells and submicroscopic capillary channels 
are opened up. Molecules up to 30,000 may 
traverse the cellophane, so that all crystalloids 
and toxic metabolites, also barbiturates, 
bromides and salicylates, easily pass to and 
fro, but not protein particles or blood cells. 
Hence any substance in the blood capable of 
freely passing through the cellophane may be 
removed from the blood if it is omitted from 
the bath fluid. Intact cellophane is imperme- 
able to viruses and bacteria. Hence, once it 
is sterilized, it may be handled without risk 
of contaminating the blood within. (If the 
membrane is permeable to  crystalloidal 
solutes, a differential diffusion occurs which 
is known as dialysis). 

In the Kolff machine (Fig. 1) blood flows 
out of the radial artery through a flow-meter 
and a rotating coupling, and thence in 40 
metres of spirally wrapped coils of cellophane 
tubing around a rotating drum. The rotary 
motion of the drum propels the blood to the 
end of the apparatus. The drum is immersed 
in a properly constituted fluid of 100 litres 
and changed every 3 hours so that transfer 
of azotaemic substances occurs from the blood 
to the bath across the cellophane membrane. 
At the distal end of the drum the blood is led 
through another rotating coupling and after 
going through an air-and-clot trap it is 
returned to the venous system. 

In 1947 Murray et al.!7 and Alwall? inde- 
pendently designed other kidneys using 
stationary vertical cylinders. In the Murray 
machine the cellophane tubing is of small 
diameter with the object of limiting the 
volume of blood and there is no outside mantle 
preventing overdistension of the cellophane 
tubing. The blood is propelled through the 
cellophane by means of a pump. This is a 
vein-to-vein machine. 

In the Alwall (or Swedish) machine, ‘a 
cellophane tube 27/32 inch in diameter, 20-24 
metres long (equivalent to 14,000-16,000 sq. 
cm.) is wound round a stationary vertical 
cylinder, completely immersed in the electro- 
lyte soluton which is stirred by a motor-driven 
propeller. The cylinder carrying the cello- 


phane tube is surrounded by a mantle, which 
keeps the tube compressed so that it contains 
only a thin layer of blood. The patient’s own 
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arterial blood pressure serves to force the blood 
through the apparatus and back into the vein’. 
To improve the results of dialysis 85-100 
litres of electrolyte solution in the dialyser are 
changed every 14 hours. During a treatment 
lasting 10 hours about 150-200 litres of blood 
are usually dialysed against 700 litres of solu- 
tion. The electrolyte solution is prepared in 
a large tank of 1,000 litres capacity (3’ 4” x 
4 6”), warmed to 40°C. (104°F.) and led 
through a series of pipes from a specially built 
preparation room into the treatment ward. 
The apparatus can be emptied by a special 
system of pipes. 

The present authors have gained most of 
their experience with the latest type of Italian 
artificial kidney perfected in October 1955 by 
Professors Taddei and Battezzati of the Uni- 
versity of Genoa. This machine is fully 
described elsewhere in this journal. In our 
opinion this machine has many obvious 
advantages over other models. In the rotating 
type 2 rotating couplings also act as 
conduits and, not being hermetically sealed, 
may cause haemolysis or coagulation. There 
is no retaining mantle covering the drum 
which, besides protecting the cellophane, pre- 
vents overdistension and leakage of blood. 
Large haemodynamic fluctuations cannot be 
prevented easily. Uraemic or anuric patients 
are often overhydrated, and excess water or 
oedema can only be removed effectively by the 
vacuum methods employed by the Alwall or 
Battezzati-Taddei kidneys, capable of removing 
a litre of ultrafiltrate per hour, while the 
blood is being simultaneously dialysed. 

The Allwall kidney has an_ inefficient 
dialysing fluid circulation because a small pro- 
peller in the upper third of the tank agitates 
the solution. The rapid accumulation of 
uraemic scum also slows the dialysis. The 
haemodynainics of the machine are poor if the 
operator relies on the patient's arterial pressure 
only. For this reason a special pump may be 
necessary, particularly in feeble, old or cardiac 
patients. If the patient’s arterial pressure 
falls, especially in the cellophane tubing, the 
hydrostatic pressure in the tank forces fluid into 
the patient’s circulation. To prevent over- 
hydration of the patient, ultrafiltration (by 
means of a vacuum pressure) had to be intro- 
duced. This also proved eminently satisfac- 
tory in anuric patients with severe pulmonary 
oedema. 

In the Battezzati-Taddei kidney the Italian 
workers profited from the lessons learnt from 
the pioneer Kolff and Alwall apparatuses and, 
from 1949-1955, they evolved new methods 
which overcame some of these difficulties. To 
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date the sixth and latest model has been per- 
fected and, for the sake of completeness, a few 
remarks will be reiterated. Three vertical 
cylinders are used with 3 separate 7 metre 
lengths of cellophane. About 3 pints of donor's 
blood are required to pre-fill it. Very efficient 
electrolyte solution circulation by a pump in 
the bottom of a 250 litre tank ensures removal 
of uraemic scum, as the fluid is forced up 
through channels adjoining the cellophane 
tubing. The hydrostatic pressure in the bath 
or tank is only 50 cm. instead of 80 cm., as 
in the Alwall machine. The hydrostatic pres- 
sure within the cellophane tubing in the Italian 
machine is approximately 100-120 cm. of 
water, so that overhydration is avoided. 

In this machine ultrafiltration is also an ad- 
vantage. Because of the plexiglass construction 
throughout the tank and cylinders, the operator 
can notice, at a glance, the whole process of 
dialysation. This is not so easy in the Alwall 
apparatus. 

The dynamics of the blood flow are decidedly 
superior, because blood flows out of a vein and 
returns via another vein assisted by 2 well- 
controlled, alternatively functioning suction 
blood pumps which maintain an average blood 
pressure of 90 mm. Hg (about 120 cm. water) 
throughout the apparatus. Merrill,!5 one of 
the pioneer workers in the modern treatment 
of renal failure, states: 

. the efficient operation of an artificial kidney 
requires a nucleus, of trained personnel who are 
familiar not only with the mechanics of dialysis, but 
who have some knowledge of the pathophysiology 
of body fluids and electrolytes. As in any procedure, 
efficient operation depends also upon its reasonably 
frequent employment. Efficient operation cannot be 
achieved by two or three sporadic dialyses a year. 
The necessity for maintaining a trained group 
employing this technic with some frequency would 
seem to suggest that the technic is best employed 
in clinical centres. The results of the skilled 
management of acute renal failure patients have 
given rise to the concept that the use of technics 
for the extrarenal removal of metabolite is never 
necessary. Experience with the conservative manage- 
ment of over 200 patients with acute renal failure 
has emphasized the fact that this concept is 
erroneous. . . . Dialysis in the treatment of acute 
renal failure is a valuable adjunct rather than a 
substitute for good conservative measures of manage- 
ment. 


INDICATIONS FOR THE USE OF THE ARTIFICIAL 
KIDNEY 


1. In any acute reversible renal lesion, as already 
outlined in Merrill’s classification, i.e. acute tubular 
necrosis. 

2. Acute renal failure superimposed on a chronic 
renal condition. If cases are properly selected, 
symptomatic improvement occurs which may persist 
for months. 

3. Pre-operatively in chronic prostatic cases with 
acute retention of urine and azotemia. 
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4. Intractable oedema complicating acute or 


chronic uremia. 

5. Acute gastric dilatation and paralytic ileus, 
accompanied by considerable fluid and electrolyte 
losses and renal failure. 


CONTRA-INDICATIONS 


1. Nephrosclerosis. 

2. Polycystic kidneys. 

3. Chronic glomerulonephritis. 

4. Certain poisoning cases where the toxin is 
already bound to protein, e.g. Seconal and Amytal. 

5. Haemorrhagic syndromes. 

6. Heparin sensitivity. 


GuipEs: PRECAUTIONS AND PITFALLS 


A. The Patient. A complete examination is 
necessary, including cardiac and pulmonary 
assessment. The electrocardiogram must be 
checked for coronary insufficiency, congestive 
changes and hyperkalaemia. Pulmonary oedema 
is important and it is one of the earliest signs 
preceeding a generalized oedema. The blood 
pressure must not be low. There must be 
no bleeding tendency, haematemesis, melaena, 
haemoptysis or bruising of the skin. 

B. Laboratory Tests. Full electrolyte (Na, 
K, Ca), carbon dioxide combining power, 
urea, creatinine, proteins, haemoglobin, pro- 
thrombin and haematocrit studies are essential, 
as is a heparin tolerance test. A patient may 
receive 2-3 mg. heparin per Kg. body weight. 
Occasionally an icteric index estimation should 
be performed to note early haemolysis. Uric 
acid retention usually parallels that of non- 
protein nitrogen. Values as high as 20 mg. 
per 100 ml. may be encountered. 

C. Dialysing Period. The average time the 
patient is connected to the artificial kidney is 
about 6-10 hours. In the first 20 minutes 
frequent blood pressure and pulse rate record- 
ings are important because of important 
cardiac and peripheral circulatory imbalances. 
The clotting time must be noted every 30 
minutes. Blood specimens for examination 
are easily obtained through a special T-tube 
connection. 

D. The Immediate Post-Dialysis Period: 
Drugs. An anti-heparin preparation such as 
protamine sulphate may be used but is gener- 
ally of little use. Calcium gluconate may be 
necessary. Antibiotics must be continued for 
3 or 4 days. 

E. Two or Three Days after the Dialysis. 
In the acute renal failure case one must note 
electrolyte and urea elimination. If some urea 
is now being excreted, despite the fact that 
patients appear remarkably improved, alert and 
active, fresh protein by the oral route must be 
restricted to a minimum of 35 g. daily as the 
high levels of blood urea take a long time to 
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drop because of the slow urinary excretion and 
diuresis. 

In chronic uraemic cases the patients usually 
pass less urine. The conservative Borst régime 
must be continued as well as Depo-Testo- 
sterone injections once a fortnight to facilitate 
conservation of body protein. This anabolic 
effect wears off after 2 or 3 weeks. It is very 
seldom necessary to re-connect a patient with 
acute renal failure to the artificial kidney for 
a second dialysis, as by the 10th-20th day 
most patients have commenced a diuresis. 

In patients with chronic renal failure 
exacerbations of the disease may occur, especi- 
ally with an acute episode of infection or 
trauma, which will cause a rapid renal decom- 
pensation. If such patients can be helped 
through the acute phase, some measure of 
recovery compatible with a comfortable life 
may be restored. If only a short remission 
results, dialysis will be of little help in the 
future. 


DISCUSSION 


Twenty various experimental trials were car- 
ried out with the Battezzati-Taddei kidney in 
the Department of Surgery at the Witwaters- 
rand University Medical School. The results, 
published elsewhere,? were eminently satisfac- 
tory. In acute tubular necrosis regeneration 
of the tubules usually commences after 10 
days. Hence everything must be done to 
ensure the survival of the patient for 10-20 
days after the development of anuria. Over- 
hydration with the consequent evils of 
cerebral, pulmonary, renal and generalized 
oedema must be avoided. (Acidosis in itself 
suppresses potassium excretion because the 
tubules cannot secrete it. Thus, in avoiding 
a serious acidaemic state, fatal potassium 
intoxication may be minimized). 

Lucke!? studied pathological data from 538 
fatal cases of lower nephron nephrosis. He 
showed that 92% died by the twelfth day. 
However, patients who can survive 12 days 
often recover. Lewis et al.'° described 12 
patients with acute renal failure; there was 
= one recovery. All patients over 45 years 

1€d. 

Stock?! described 22 patients with acute 
renal failure; there were 11 recoveries and 
nearly half the deaths were due to overhydra- 
tion. Usually there is a 90% mortality if the 
patients are over 50 years of age because of 
co-existing pathology superimposed on urinary 
suppression. 

Murray'® dealt with 30 patients, mostly 
cases of incompatible blood transfusion; there 
were only 15 recoveries. 
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At present Keitzer’ considers that the mor- 
tality rate in acute uraemia has been reduced 
from a former 90% to 50%. Some workers 
claim that this mortality may be reduced 
further to 25%. 


SUMMARY AND CONCLUSIONS 


We consider that earlier use of the artificial 
kidney should be made because in older 
patients, over 45 years, the incidence of 
arteriosclerosis is high and many complicating 
factors may be introduced which will interfere 
with the course of renal recovery. 

No harm is done if the artificial kidney is 
used 5 days after the commencement of urinary 
suppression, or earlier, if the biochemical 
studies are unusually high. 

Some kidneys can reduce urea nitrogen by 
40 mg. per 100 ml. per hour, so that a 4-hour 
dialysis, accomplished early in the course of 
renal suppression, achieves a great deal. 

Quite often there is a marked clinical im- 
provement that far outstrips the biochemical 
remission. 

Overhydration due to overzealous admini- 
stration of parenteral fluids has caused many 
unnecessary deaths, but this complication can 
now be avoided by ultrafiltration-dialysis. 

The argument that the artificial kidney has 
not assisted in salvaging some acute renal 
failure patients is no longer tenable. 


OPSOMMING 


Die skrywers meen dat vroeére gebruik van die 
kunsmatige nier gemaak behoort te word omdat 
slagaarverkalking veelal voorkom by ouere pasiénte 
—bo 45 jaar—en omdat talle bykomende faktore 
die verloop van nierherstel kan belemmer. 

Geen skade word aangerig indien die kunsmatige 
nier 5 dae na die aanvang van urinére suppressie 
of selfs vroeér gebruik word, mits die biochemiese 
studies buitengewoon hoog is nie. 

Sommige niere kan ureumstikstof met 40 mg. per 
100 ml. per uur verminder, sodat veel bewerkstellig 
kan word met 'n 4-uur-dialise, uitgevoer vroeg in 
die loop van niersuppressie. 

Dikwels is daar ’n opvallende kliniese verbetering 
wat die biochemiese remissie ver oorskry. 

Oormatige hidrasie ten gevolge van die te ywerige 
toediening van parenterale vloeistowwe het reeds 
talle onnodige sterfgevalle veroorsaak, maar hierdie 
verwikkeling kan nou deur middel van ultrafiltrasie- 
dialise voorkom word. 

Die argument dat die kunsmatige nier van geen 
waarde is vir die redding van sommige pasiénte 
wat aan ’n akute induiestorting van die niere ly, is 
nie langer verdedigbaar nie. 


We are indebted to Westdene Products (Pty.) Ltd., 
P.O. Box 7710, Johannesburg, for importing the 
Battezzati-Taddei artificial kidney and making it 
available to us for the experiments reported. in this 
paper. 


oe 
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PREPARATIONS AND APPLIANCES 


BIOMYDRIN NASAL SOLUTION 


M. & J. Pharmaceuticals (Pty.) Ltd., announce the 
introduction of Biomydrin Nasal Spray, a product 
of The Nepera Chemical Co. Inc., and indicated 
in the treatment of infections or allergic disorders 
of the upper respiratory tract. 


SPRAY 


Biomydrin combines the bactericidal properties 
of Gramicidin and Neomycin with an anti-allergic 
factor, Thonzylamine HCl, and a_ decongestant, 
Phenylephrine HCl. 

Its penetrating properties are enhanced by the 
addition of a wetting agent, Thonzonium Bromide, 
which effectively aids the dispersion of mucus and 
persistence at the point of infection. 

Biomydrin is packed in 15 c.c. plastic squeeze 
atomizers which have been specially designed to 
deliver a fine spray mist. 

South African Distributors: M. & J. Pharma- 
oa (Pty.) Limited, P.O. Box 784, Port Eliza- 

th 


HIBITANE 
A NEW APPROACH TO ANTIBACTERIAL CHEMISTRY 


1.C.1. South Africa (Pharmaceuticals) Limited 
announce the introduction of Hibitane, which repre- 
sents an entirely new approach to the chemistry of 
antibacterial agents. Hibitane was synthesized and 
developed in the laboratories of I-C.I., and has the 
systematic chemical name, _ bis-p-chlorophenyldi- 
guanidohexane, now given the free name Chlor- 
hexidine. 

Hibitane has a Rideal Walker co-efficient 750 
and a Chick Martin co-efficient 19. 


In addition to the usual in vitro tests, Hibitane 
has been subjected to wound tests on laboratory 
animals, using the technique described by Gordon 
et al. (J. Hyg., 1947, 45, 297), and also to a series 
of subcutaneous injection experiments when groups 
of anaesthetized mice were injected subcutaneously 
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with a virulent streptococcus culture suspended in 
90% blood, and the needle left im situ. Twenty 
minutes later, Hibitane and various other antiseptics 
in common use were injected through the same 
needle. The antiseptics were injected at the con- 
centrations normally recommended. The animals 
were afterwards placed under observation and no 
further treatment was given. There was no deaths 
from streptococcal septicaemia following the injec- 
tion of a 1:2,000 Hibitane solution compared to 
10 deaths out of 10 following the injection of a 
1: 400 Chloroxylenol solution. The death rate with 
other antiseptics varied from 4 to 10 and, on the 
basis of these tests, it will be seen that the activity of 
Hibitane is outstanding compared to that of other 
antiseptics. 

Two formulations are available in South Africa: 

(a) Hibitane Concentrate, viz. 2% Hibitane diace- 
tate in a specially prepared aqueous solution con- 
taining a surface active and an anti-rusting agent. 
Hihitane Concentrate at a dilution of 1:100 can 
be used as an antiseptic externally for general pur- 
poses, e.g. inanimate objects such as bowls, sick- 
room appliances, etc. and for quick rinsing of 
‘clean’ surgical instruments, for the prophylactic 
treatment of wounds and for skin disinfection. 
Hibitane Concentrate is issued in bottles of 500 c.c. 
and 2-litre capacity. 

(b) Hibitane Obstetric Cream, containing 1% 
Hibitane diacetate in a smooth, pourable, water- 
miscible cream base. Hibétane Obstetric Cream is 
pleasant to use, and is non-irritating to the skin and 
vaginal epithelium. Widespread use in Midwifery 
Centres in the United Kingdom for more than 2 
years has produced no instance of skin sensitization. 

The Obstetric Cream remains actively bactericidal 
in the presence of blood, serum and other body 
fluids, and considerable bactericidal effect is retained 
for 6 hours after application to the skin. 

Hibitane Obstetric Cream may be used as a lubri- 
cant for vaginal examinations, in all ordinary cir- 
cumstances. It is also especially recommended in 
labour for application to the skin on and around 
the vulva. 

It is available in 100 c.c. screw-top wide-necked 
bottles and in containers of 2 litres. 


ROVAMYCIN 
A NEW NARROW-SPECTRUM ORAL ANTIBIOTIC 


Maybaker (S.A.) (Pty.) Limited announce the intro- 
duction of a new oral antibiotic, Rovamycin brand 
Spiramycin. This is a narrow-spectrum antibiotic 
isolated from Streptomyces ambofaciens in France 
in 1951. Rovamycin is markedly active against 
Gram-positive cocci, and only weakly so against 
Gram-negative bacteria. It has been found to be 
remarkably well tolerated by adults and children. 

Rovamycin can be used to treat infections due to 
staphylococci, 
cillin. It is also indicated for pneumococcal and 
streptococcal infections (particularly those of the 
jung, respiratory tract iB middle ear) and for the 
treatment of non-specific urethritis. 

It is of notable interest that Rovamycin does not 
interfere with normal intestinal flora and no case 


of staphylococcal enteritis or Candida infection, such 
as characterize the use of broad-spectrum antibio- 
tics, has been reported 

Rovamycin is of special value for the treatment 
of patients who cannot tolerate other antibiotics and 
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those whose infections are due to organisms which 
are resistant to such substances. 

Rovamycin is available as 250 mg. 
containers of 20 and 100. 


tablets in 


METRETON NASAL SPRAY 
METRETON TABLETS 


Description: Metreton Tablets contain 2.5 mg. of 
the corticosteroid, prednisone (Meticorten), 2 mg. 
of the antihistamine, chlorprophenpyridamine 
maleate (Chlor-Trimeton Maleate), and 75 mg. of 
ascorbic acid. Each cc. of 
Metreton Nasal Spray con- 
tains 2 mg. (0.2%) pred- 
nisolone acetate (Meticorte- 
lone Acetate) and 3 mg. 
(0.3%) chlorprophenpyrida- 
mine gluconate (Chlor- 
Trimeton Gluconate). 

Advantages: The comple- 
mentary action of the com- 
bined anti-allergic and anti- 
inflammatory agents in 
Metreton afford more com- 
plete control of those aller- 
gies failing to respond com- 
pletely or satisfactorily to 
anti-histamines alone. Rapid 
and effective suppression of 
symptoms is more ceftain. 
Prolonged relief is possible 
with Metreton since it has 
been postulated that ascorbic 
acid exerts a protective effect on circulating corti- 
costeroids. Ascorbic acid also helps to maintain 
adequate amounts of this vitamin during stressful 
conditions. Containing relatively safer Meticorten and 
unusually well tolerated Chlor-Trimeton, Metreton 
Tablets may be used without undue risk of electro- 
lyte disturbance or undesirable anti-histamine effects. 
Metreton Nasal Spray provides rapid and prolonged 
relief from sneezing, nasal discharge and conges- 
tion. Rebound engorgement from other effects 
often occurring in persons sensitive to sympatho- 
mimetic vaso-constrictors have not been noted with 
Metreton,. 

Indications: Metreton Tablets: Conditions such 
as severe hay fever, chronic asthma, perennial aller- 
xic rhinitis, atopic and contact dermatoses, exudative 
and inflammatory phases of ocular disorders. 

Metreton Nasal Spray: Acute or chronic rhinitis, 
allergic rhinitis, polyposis (without fibrous change) 
associated with nasal allergy, reduction of oedema 
and inflammation in sinusitis or nasopharyngitis. 

Administration and Dosage: Metreton Tablets: 
Initially one or two tablets after meals and at bed- 
time. hen a satisfactory response is obtained, 
reduce to the minimum maintenance level and dis- 
continue where possible. 

Metreton Nasal Spray: Once in each nostril every 
3 or 4 hours. For the first 24 hours more frequent 
use may be required. When the symptoms are 
satisfactorily controlled, frequency of application 
may be reduced. 

Packings: Metreton Tablets, Bottles of 30 and 
100. Metreton Nasal Spray, 15 c.c. plastic ‘ squeeze ' 
bottle. 

Metreton, brand of corticoid-antihistamine com- 
pound. 

Meticorten, brand of prednisone. 
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Meticortelone, brand of prednisolone. 

Chlor-Trimeton, brand of chlorprophenpyrida- 
mine preparations. 

Manufactured in the Union of South Africa by 
Scherag (Pty.) Ltd., P.O. Box 7539, Johannesburg. 


WATSON-ODELCA FLUOROGRAPHIC APPARATUS 
THE EXTENDING USE OF FLUOROGRAPHY 


Fluorography (photography of the fluorescent screen, 
usually with 70 mm. roll film) has long been 
accepted for tuberculosis case-finding. More recently 
the method has found favour for follow-up radio- 
graphy of the chest and other work, but in this case 
a larger film, cut to fit individual cassettes (size 
4 x 5 inches) has been employed. The strongest 


Watson-Odelca fluorographic apparatus for 100 
mm. films. The films are fed through the 
camera automatically when the exposure is 
made and can be removed for development 
singly or in batches. 
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appeal of the method is the saving brought about 
in X-ray film, but there are other advantages of 
almost equal importance. Amongst these may be 
mentioned speed in the handling of patients, stan- 
dardization of film blackening due to the use of 
photo-electric timing, automatic identification of the 
radiographs by photographically recording the name 
or number at the time of the exposure, and economy 
in processing and filing space. 

The most important consideration, of course, is 
the diagnostic quality of the radiographs. Will a 
reduced size of radiograph disclose as much infor- 
mation as a full size film? This is a question which 
can be decided only after long experience by radiolo- 
gists. It is believed, however, that recent technical 
developments have so improved the quality of 
reduced-size radiographs that the method will 
quickly come into more general use—not only for 
chest radiography, but also for many other examina- 
tions. 

The Watson-Odelca fluorographic unit employs 
an improved system of mirror optics (Bouwer's 
patents) which gives results (on 100 mm. cut film) 
far superior to those previously achieved. The rela- 
tive aperture of the new camera is at least 0.75 
compared with 1.5 of the orthodox lens. This 
means, of course, that it is 3 times as fast. Far 
from speed being attained at the expense of defini- 
tion, moreover, the radiographs show much im- 
proved definition and contrast. ‘The size (100 mm.) 
is sufficiently large to permit examination on an 
ordinary illuminator without magnification and it 
is found in practice that certain lesions, when 
reduced in size, are more easily seen because they 
contrast more sharply with surrounding tissues. 
Examination is also less strenuous than with full- 
size films, as the area does not extend beyond acuity 
of vision and it is therefore unnecessary to scan the 
radiograph. 

When using fluorography, two or three radio- 
graphs can be taken from different directions with 
less trouble and expense than one full-size radio- 
graph, and will yield at least as much information. 


For bone radiography it is possible to obtain satis- 
factory fluorographs by employing the ‘ enlargement 
technique’ in which (using an ultra-fine focus X-ray 
tube) the patient-film distance is increased to yield 
a larger image. It is thus possible that the time 
will come when nearly all radiographs will be of 
the convenient 100 mm. size, easily handled, neatly 
indexed and filed in small envelopes with the 
patients’ record card. The full size film may in time 
become the exception rather than the rule. 


PREPARATE EN TOESTELLE 


BIOMYDRIN-NEUSOPLOSSING 


M. & J. Pharmaceuticals (Pty.) Ltd., kondig die 
beskikbaarstelling aan van Biomydrin- spuitstof vir 
- neus, ’n produk van The Nepera Chemical Co. 
nc. 

Biomydrin word aangedui vir die behandeling 
van infeksies of allergiese ongesteldhede wan die 
boonste asemhalingskanaal. 

In Biomydrin is die bakteriedodende eienskappe 


van gramisidien en neomisien verenig met ‘n anti- 
allergiese faktor, Tonsilamien HCl, en ’n kongestie- 
bestrydingsmiddel, Fenielefrien HCl. 

Die deurdringende eienskappe daarvan word ver- 
hoog deur die byvoeging van ’n benattingsmiddel, 
Tonsoniumbromied, wat doeltreffende hulp verleen 
met die verspreiding van slym, en die krag van 
die middel op die plek van infeksie konsentreer. 

Biomydrin word verpak in plastiese druk-ver- 
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stuiwers van 15 ks. 
ontwerp om 


Hierdie verstuiwers is spesiaal 
‘n fyn stuifsel op te lewer. 


Suid-Afrikaanse Verspreiders: M. & J. Pharma- 
ceuticals (Pty.) Limited, Posbus 784, Port Eliza- 
beth. 


HIBITANE 


‘N NUWE BENADERING TOT ANTIBAKTERIELE 
SKEIKUNDE 


1.C.1. South Africa (Pharmaceuticals) Limited kondig 
die beskikbaarstelling aan van Hibitane, ’n heeltemal 
nuwe benadering tot “die skeikunde van antibakteriéle 
middels. Hihbitane is saamgestel en ontwikkel in dic 
laboratoriums van I.C.I., en dra die sistematiesc 
skeikundige naam bis-p-chlorofenieldiguanidoheksaan, 
waaraan nou die vrye naam chloorheksidien gegee is. 


Hibitane het ‘n Rideal Walker-koéffisiént van 
750, en ’n Chick Martin-koéffisiént van 19. 
Afgesien van die gewone in vitro-toetse is 
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Hibitane ook gebruik vir wondtoetse op labora- 
toriumdiere, en gebruik is gemaak van die teg- 
niek soos beskryf deur Gordon e¢ al. (J. Hyg., 1947, 
45, 297). Dit is ook gebruik vir ’n reeks onder- 
huidsinspuitingstoetse toe groepe genarkotiseerde 
muise ‘n onderhuidsinspuiting gekry het met 'n 
kwaadaardige streptokokkus-kweking gesuspendeer 
in 90% bloed, en die naald in sétu gelaat is. Twin- 
tig minute later is Hibitane en verskillende ander 
ontsmettingsmiddels in algemene gebruik deur 
dieselfde naald ingespuit. Die ontsmettingsmiddels 
is toegedien in die konsentrasies wat gewoonlik aan- 
beveel word. Die diere is later sorgvuldig waarge- 
neem, en het geen verdere behandeling gekry nic. 
Daar was geen vrekte ten gevolge van streptokokkus- 
septisemie volgende op die inspuiting van ‘n 
Hibitane-oplossing, 1: 2,000 nie, in vergelyking met 
10 vrektes uit 10 volgende op die inspuiting van ’n 
chloroxilenol-oplossing, 1: 400. Die vrektesyfer met 
ander ontsmettingsmiddels het gevarieer van 4 tot 
10 en, op grondslag van hierdie proefnemings, sal 
daar opgemerk word dat Hibitane ’n_voortreflike 
aktiwiteit besit 'n vergelyking met ander ontsmet- 
tingsmiddels. 

” Twee formules is tans in Suid-Afrika verkryg- 
aar: 

(a) Hibitane-konsentraat, nl. 293 Hibitane- 
diasetaat in ’n spesiaal voorbereide waterige oplos- 
sing bevattende ’n oppervlakte-aktiewe en ’n roesbe- 
strydende middel. Hibitane-konsentraat teen ‘n 
verdunning van 1:100 kan gebruik word as 'n 
uitwendige ontsmettingsmiddel vir algemene doel- 
eindes, by. lewelose voorwerpe soos bakkies, toe- 
stelle wat in die siekekamer gebruik word, ens. en 
vir die vinnige afspoeling van _,,rein” chirurgiesc 
instrumente, vir die profilaktiese behandeling van 
wonde, en vir die ontsmetting van die vel. Hibitane- 
— is verkrygbaar in bottels van 500 ks. en 
2 liter. 

(b) Hibitane- verloskunde- pommade, bevattende 
1° Hibitane-diasetaat in ’n gladde, maklik vloei- 
ende, met water vermengbare romerige _ basis. 
Hibitane-verloskunde-pommade is aangenaam om te 
gebruik en is nie-prikkelend vir die vel en die 
vagina-epiteel. Dit word reeds meer as 2 jaar lank 
op 'n groot skaal in kraaminrigtings in die Ver- 
enigde Kofinkryk gebruik, en daar was geen gevalle 
van vel-sensitisasie nic. 

Die Verloskunde-pommade bly aktief bakterie- 
dodend in die teenwoordigheid van bloed, serum en 
ander liggaamsvloeistowwe, en 6 uur nadat dit aan 
die vel gewend is, behou dit nog ’n baie groot deel 
van sy bakteriedodende eftck. 

Hibitane-verloskunde-pommade kan in alle ge- 
wone omstandighede as smeermiddel gebruik word 
vir ondersoeke van die vagina. Dit word ook 
spesiaal aanbeveel vir aanwending aan die vel en 
rondom die vulva tydens bevallings. 

Dit is verkrygbaar in bottels (100 ks.) met ’n 
eenoenupve en ‘n wye nek, en in houers van 2 
iter. 


ROVAMYCIN 


'N NUWE MONDELINGE, NOU-SPEKTRUM- 
ANTIBIOTICUM 


Maybaker (S.A.) (Pty.) Limited kondig die beskik- 
haarstelling aan van ‘n nuwe mondelinge antibio- 
ticum, Rovamycin, merk Spiramycin. Dit is ’n 
nou- -spektrum- antibioticum wat in 1951 in Frank- 
ryk van Streptomyces ambofaciens geisoleer is. 
Rovamycin tree opvallend aktief op teen Gram- 
positiewe kokki, maar slegs swakkies teen Gram- 
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negatiewe bakterieé. Daar is bevind dat volwassenes 
en kinders dit merkwaardig goed verdra. 

Rovamycin kan gebruik word vir die behandeling 
van infeksies veroorsaak deur stafilokokki, inslui- 
tende die soorte wat weerstand teen penisillien bied. 
Dit word ook aangedui vir pneumokokkus- en strep- 
tokokkus-infeksies (veral dié van die long, die asem- 
halingskanaal en die middeloor), en vir die behande- 
ling van nie-spesifieke urinebuisontsteking. 

Dit is van opvallende belang dat Rovamycin geen 
steurende effek op normale ingewandsflora het nie, 
en geen geval van stafilokokkus-ingewandsontsteking 
of Candida-infeksie (wat so ’n kenmerk van die 
breé-spektrum-antibiotica is) is gerapporteer nie. 

Rovamycin is veral van groot waarde vir die 
behandeling van pasiénte wat nie die ander anti- 
biotica kan verdra nie, en diegene wie se infeksies 
veroorsaak is deur organismes wat weerstand teen 
hierdie stowwe bied. 

Rovamycin is verkrygbaar as tablette van 250 mg., 
in houers van 20 en 100. 


METRETON NEUS-SPROEIMIDDEL 


METRETON TABLETTE 


Beskrywing: Metreton tablette bevat 2.5 mg. van 
die kortikosteroied bekend as prednisoon (Meticor- 
ten), 2 mg. van die antihistamien klorprofenpiri- 
damien-maleaat (Chlor-Trimeton-maleaat) en 75 mg. 
askorbiensuur. JIedere_ k.s. 
Metreton Neus-sproeimiddel 
bevat 2 mg. (0.2%) pred- 
nisoloon asetaat (Meticorte- 
lone-asetaat) en 3 mg. (0.3%) 
klorprofenpiridamien gluko- 


naat (Chlor-Trimeton-gluko- 
naat). 
Voordele: Sommige aller- 


gieé reageer nie bevredigend 
wanneer slegs  antihista- 
mien-preparaat gebruik word 
nie, en vir sulke gevalle bied 
Metreton, deur die komple- 
mentére werking van die 
samestelling van allergie- en 
ontsteking-teenwerkende mid- 
dels. Meer volledige beheer 
aan spoedige en doeltreffende 
bedwang van  simptome 
word met groter sekerheid 
verkry. Dit word aangevoer 
dat askorbiensuur die sirkulerende kortikosteroiedes 
beskerm, en derhalwe word langdurige verligting 
met Metreton verkry. Deur toediening van askor- 
biensuur word die instandhouding van ‘n voldoende 
hoeveelheid van hierdie vitamiene gedurende tye 
van liggaamsnood vergemaklik. Omdat Meticorten 
betreklik veilig is en Chlor-Trimeton buitengewoon 
goed verdra word, kan Metreton tablette sonder vrees 
vir steurnisse van die elektroliet-ewewig of onge- 
wenste antihistamien uitwerkings gebruik word. 
Metreton Neus-sproeimiddel verskaf langdurende 
verligting van genies, las van neus-loopsel en kon- 
gestie. Die voorkoms van oormatige bloedrykheid 
na afloop van die voordelige uitwerking, asook 
enige ander ongewenste neus-effekte wat dikwels 
voorkom by persone wat oorgevoelig teenoor simpa- 
tomimetiese vaatvernouers is, word nie by gebruik 
van Metreton aangemeld nie. 

Aanduidings: Metreton Tablette: Toestande soos 
kwaat hooikoors, kroniese asma, meerjarige allergiese 


Schering 


METRETON 
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rinitis, atopiese- en kontak-dermatoses, die eksuda- 
tiewe en ontstekingsfases van oogaandoenings. 

Metreton Neus-sproeimiddel: Akute of kroniese 
rinitis, allergiese rinitis, neuspolipe (sonder fibreuse 
veranderings) verbonde aan neus-allergie, bedwang 
van edeem en ontsteking by sinusitis of neus-keel- 
ontsteking. 

Toediening en Dosismaat: Metreton Tablette: 
Aanvanklik een of twee tablette na maaltye en voor 
na bed gegaan word. Sodra ’n bevredigende uit- 
werking verkry is word die hoeveelheid tot ’n mini- 
mum vir instandhouding van terapie verminder, en 
indien moontlik word toediening heeltemal gestaak. 

Metreton Neus-sproeimiddel: Sproei in iedere 
neusgat elke 3 tot 4 uur. Vir die eerste 24 uur 
mag dit nodig wees om die middel meer dikwels 
te gebruik. Sodra die simptome bevredigend onder 
beheer gebring is, kan die toediening minder dik- 
wels plaasvind. 

Verpakking: Metreton Tablette, Bottels van 30 
en 100. Metreton Neus-sproeimiddel, 15 ks. in 
plastiese spuitbottel. 

Metreton, merk van kortikoied-antihistamien ver- 
binding. 

Meticorten, merk van prednisoon. 

Meticortelone, merk van prednisoloon. 

Chlor-Trimeton, merk van klorprofenpiridamien 
preparate. 

In die Unie van Suid-Afrika vervaardig deur 
Scherag (Eiens.) Bpk., Posbus 7539, Johannesburg. 


WATSON-ODELCA-FLUOROGRAAFAPPARAAT 


DIE STEEDS TOENEMENDE GEBRUIK VAN 
FLUOROGRAFIE 


Fluorografie (fotografie van die fluoresseerskerm, 
gewoonlik met ’n rolfilm van 70 mm.) is lank reeds 
’n erkende manier om die aanwesigheid van tuber- 
kulose vas te stel. Onlangs het die metode ook 
byval gevind vir navolgingsradiografie van die bors 
en ander werk, maar in hierdie geval word daar 
gebruik gemaak van ’n groter film wat gesny is om 
op individuele X-straal-plaathouers (4 x 5 duim 
groot) te pas. Die grootste aantrekkingskrag van 
hierdie metode is die besparing van X-straal-film 
wat dit meebring, maar daar is ook ander voordele 
wat byna ewe belangrik is. Onder meer kan melding 
gemaak word van die snelheid waarmee pasiénte 
gefotografeer kan word, die standaardisasie van film- 
swartsel voortspruitende uit die toepassing van foto- 
elektriese tydsberekening, outomatiese identifikasie 
van die radiograwe deur die fotografiese aantekening 
van die naam en nommer ten tyde van beligting, 
en die besparing in ontwikkelingskoste en liasseer- 
ruimte. 

Die belangrikste oorweging is natuurlik die diag- 
nostiese kwaliteit van die radiograwe. Sal ’n klein 
radiograaf net soveel inligting aan die lig bring as 
’n film van volle grootte? Dit is ’n vraag wat slegs 
na uitgebreide ondervinding deur radioloé beant- 
woord kan word. Daar word egter gemeen dat on- 
langse tegniese ontwikkelinge die kwaliteit van klein 
radiograwe in so ’n mate verbeter het dat die metode 
eerlank in algemene gebruik sal kom—nie alleen vir 
radiografie van die bors nie, maar ook vir baie 
ander ondersoeke. 

Die Watson-Odelca-fluorograafapparaat maak ge- 
bruik van ’n verbeterde stelsel van  spieéloptiek 


(Bouwer se patente) wat resultate (op 100 mm.-film) 
oplewer oneindig beter as dié wat voorheen behaal 
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Watson-Odelca-fluorograaf-apparaat vir films 
van 100 mm. Die film word outomaties deur 
die kamera gevoer wanneer daar ’n beligting is, 
en kan een-een of in groepe vir ontwikkelings- 
doeleindes verwyder word. 
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is. Die relatiewe opening van die nuwe kamera is 
ten minste 0.75 in vergelyking met die 1.5 van die 
ortodokse lens. Dit beteken natuurlik dat dit 3 
keer vinniger is. Maar verre daarvan dat snelheid 
bewerkstellig word ten koste van beeldskerpte, toon 
die radiograwe ’n veel verbeterde beeldskerpte en 
kontras. Die grootte (100 mm.) is voldoende om 
ondersoek op ’n gewone verligter sonder vergroting 
toe te laat, en in die praktyk is daar bevind dat as 
die grootte van seker letsels verminder word, hulle 
makliker sigbaar is weens die skerp teenstelling wat 
hulle dan met die omliggende weefsels vorm. Onder- 
soek is ook minder inspannend as in die geval van 
die films van volle grootte want die gebied strek nie 
tot anderkant gesigskerpte nie, en derhalwe is dit 
onnodig om die radiograaf van kant tot kant te 
ondersoek. 

Wanneer daar gebruik van fluorografie gemaak 
word, kan twee of drie radiograwe uit verskillende 
hoeke met minder moeite en onkoste geneem word 
as een radiograaf van volle grootte, en hulle lewer 
dan ook veel meer inligting op. 

In die geval van beenradiografie is dit moontlik 
om bevredigende fluorograwe te verkry deur die 
toepassing van die ,vergrotingstegniek’, waardeur 
(deur gebruik te maak van ’n ultrafyn instellings- 
X-straal-buis) die pasiént-film-afstand vermeerder kan 
word om ’n groter beeld op te lewer. Dit is dus 
moontlik dat die tyd sal aanbreek wanneer byna 
alle radiograwe van die gerieflike 100-mm.-grootte 
sal wees wat maklik gehanteer, netjies van ’n indeks 
voorsien en in klein koeverte geliaseer kan word, 
saam met die pasiént se kaart. Die film van volle 
grootte kan met verloop van tyd die uitsondering 
liewer as die reél word. 


NOTES AND NEWS - BERIGTE 


Dr. H. Neifeld, M.B., B.Ch. (Rand), D.G.O. (Dub- 
lin), F.R.C.S. (Edin.), M.R.C.O.G., has joined Dr. 
Percy Peltz in practice as a gynaecologist and 
obstetrician at 84 Pasteur Chambers, Jeppe Street, 
Johannesburg. (Telephones: Rooms: 23-4531; 
Residence: 42-8071). 

* 


* * 

Dr. H. D. Jacobs, M.D. (Rand), M.R.C.P. (Edin.), 
formerly on the staff of the Johannesburg General 
Hospital, has commenced private practice as a 
specialist physician at 184 Lister Buildings, Jeppe 


Street, Johannesburg. (Telephones: — Rooms: 
22-8150; Residence: 42-1272; Emergency: 
22-4191). 


Dr. I. S. Steyn, B.A., M.B., Ch.B., formerly of Pre- 
toria, has joined Dr. H. Grimm and Dr. A. A. du 
Toit in practice at Pietersburg, Transvaal. 

* * ~ 


Dr. M. M. Suzman, of Johannesburg, returned 
recently from a 3-months’ trip overseas to the 
United Kingdom, the U.S.A., Europe and Israel. 
He lectured at the Annual ae of the 
British Cardiac Society in London on The Results 
of Long-Term Anti-Coagulant Therapy in Myocar- 
dial Infarction. He participated in a symposium on 
Coronary Artery Disease at the Annual Convention 
of the American Medical Association in Chicago. 
At the invitation of Prof. Ancel Keys he 
lectured at the University Hospital of the University 
of Minnesota, Minneapolis. As a Fellow of the 


European Section of the International Society of 
Angiology, he attended the 3-day meeting of the 
European Society of Cardio-Vascular Surgery in 
Zurich. He delivered guest lectures at the Hebrew 
University-Hadassah Medical School in Jerusalem, 
and also addressed the Israel Medical Association 
in Tel Aviv. 
* * * 

Mr. S. Kay, M.B., Ch.B. (Cape Town), Dip. Surg. 
(Rand), formerly on the staff of the Department of 
Surgery of the University of the Witwatersrand, 
and Head of a Surgical Unit at Baragwanath and 
Coronation Hospitals, Johannesburg, has commenced 
practice as a specialist surgeon at 1 Jenner Cham- 
bers, Jeppe Street, Johannesburg. (Telephones : — 
Rooms: 23-0081; Residence: 41-2758). 


* * * 


Dr. Norman Klaas, M.B., D.Phys. Med., of 1008, 

Cavendish Chambers, Jeppe Street, Johannesburg 
(Telephone 22-8650), has taken over the physical 

= specialist practice of the late Dr. H. 
aden. 


VIADRIL IN ANAESTHESIA 


A REPORT ON 100 OPERATIONS 


Viadril (kindly supplied by Pfizer Ltd.) is the first 
steroid to be used in human anaesthesia and is the 
first departure from the derivatives of barbituric 
and thiobarbituric acids since intravenous anaes- 
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thesia became established in 1932. Judging from 
animal experiments, its therapeutic index (i.e. the 
ratio between the dose producing apnoea and the 
dose causing death during artificial respiration) is 


c=0 c=0 
CHy Cis 
CH; CHy 
Progesterone M1, Deoxycortone 


H2C 


c=0 0 
CHs 


21, pregnane~3, 20 dione, 
Sodium hemisuccinate 
( Viadrit ) 


much greater than any barbiturate or thiobarbiturate 
in clinical use as an anaesthetic. 

In contrast to all the ultra-short-acting bar- 
biturates and thiobarbiturates, Viadril rapidly sup- 
presses the pharyngeal and laryngeal reflexes; even 
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under the lightest narcosis it is difficult to provoke 
vomiting or laryngospasm. 

Falls of blood pressure and a rise in pulse rate 
are more frequent with Viadril than with thio- 
barbiturate anaesthesia. With Viadril, however, the 
lowering of blood pressure often rectifies itself and, 
if it does not, it can readily be remedied by intra- 
muscular or intravenous methylamphetamine or 
similar drugs. 

Vomiting is rare after Viadril anaesthesia; post- 
operative fatigue is slight or absent and _ patients 
experience a sense of well-being during their 
recovery from operation similar to that produced 
by cortisone. 

In concentrations greater than 0.59, Viadril 
solutions unfortunately give rise to painful venous 
thrombosis; it must therefore be given as an intra- 
venous drip and, consequently, the induction period 
is long. This will probably limit the drug’s use in 
the shorter operations. For long operations, where 
an intravenous drip is almost inevitable, Viadril 
causes less inconvenience from the point of view 
of time and may well prove the anaesthetic of 
choice. 

Whether used alone or in place of thiopentone 
in the usual hypnotic-analgesic-muscle relaxant 
sequence, Viadril not only offers ideal operating 
conditions but ensures a more comfortable recovery 
period than any other anaesthetic or anaesthetic 
combination in common use. 


(From An Intravenous Steroid Anaesthetic: 
ences with Viadril, by Galley, A 
M. (1956): Lancet, 1, 994). 


Experi- 
H. and Rooms, 


BOOK REVIEW 


DENTAL TREATMENT OF MAXILLO-FACIAL 
INJURIES 


The Dental Treatment of  Maxillo-Facial 
Injuries. By Sir William Kelsey Fry, C.B.E., 
M.C., M.D.S. (Durham), D.Sc. (McGill), 
F.R.C.S., F.D.S. (Eng.) and Terence Ward, 
M.B.E., F.D.S., R.C.S. (Eng.), L.R.C.P., L.R.C.S. 
(Ed.). 1956. 2nd ed. (Pp. index. 
With 383 Figs. 47s. 6d.). Oxford: Blackwell 
Scientific Publications. 


As befitting the contribution by the two most 
eminent maxillo-facial dental surgeons in Britain, 
this single volume is a masterpiece of concise writ- 
ing, and is full of information and common sense. 
Though it is clearly a difficult task to exclude the 
innumerable details of technique that accumulate 
over the years, in order to keep the size of the 
book within reasonable proportions, this has never- 
theless been very well done. 

Every school will criticize the fact that certain 
methods of treatment have been excluded, but this 
book relates to the experience of the East Grinstead 
School, and as such it was wise of the authors not 
to discuss procedures used elsewhere and which, for 
one reason or another, have not found favour at 
East Grinstead. What therefore appears at first 
glance to be dogmatic, is necessary when teaching 
students the elements of treatment without con- 
fusing the issues. Specialists in maxillo-facial sur- 


gery will find this book a solid foundation on which 
to develop their own individualistic methods of 
treatment. 


In the Chapter on Objectives a common-sense 
attitude, unusual in modern textbooks, is evident. 

Too often the human frame is considered as a 
mechanical mass of protoplasm. The authors of 
this book, by stressing the necessities of compromise 
in treatment, have sounded a most refreshing note: 
“It is therefore desirable and necessary in certain 
instances to compromise between 100% perfection 
and duration of treatment. We strongly deprecate 
the attitude of mind which wishes to produce an 
anatomically perfect result no matter how long the 
patient is under treatment ’. 

There are certain aspects that do call for com- 
ment, even though this does not amount to criti- 
cism. Chapter II deals with types of fractures. The 
rotary force causing fracture of the condyle, due to 
a blow on the contra-lateral side, should have been 
more clearly shown in both the text and the illus- 
trations, as recognition of this fact would enable 
the practitioner to look for the condyle injury as a 
secondary fracture, even when a contra-lateral ramus 
fracture is obvious. 

In Chapter 1V, tomography is not mentioned 
although this form of radiographic diagnosis has 
been found to be most useful as a diagnostic 
measure. 

Other chapters dealing with general considera- 
tions relating to feeding, nursing, and sulphonamide 
and antibiotic therapy, are as important a feature 
as the technical details of reduction and fixation, 
and that of the workshop. 

Chapters on hospital treatment and complications 
are fully illustrative, and the related aspects of 


| 
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anaesthesia, plastic surgery and facial prostheses are 
mentioned briefly, thus serving to round off a book 
which is a credit in general to the East Grinstead 
School and in particular to Sir William Kelsey Fry, 


CORRESPONDENCE 


CHEST PAIN AND CORONARY THROMBOSIS 


To the Editor: In my letter in your issue of 18 
August I did not make clear that the duration of 
attacks of anoedema varies owing to various factors 
(e.g. the amount of allergen absorbed and the degree 
of sensitivity to the allergen), so that the swelling 
at the root of the aorta may subside before the 
stasis it causes in the vessels it is obstructing leads 
to thrombosis. Such a case might be diagnosed as 
coronary thrombosis, and might even show typical 
changes in the electrocardiogram during the period 
of anoxia of the heart muscle; but the moment the 
swelling subsides and normal circulation is re-estab- 
lished, the electrocardiogram will resume its normal 
contours except, of course, when the obstruction of 
the circulation, while not long enough to cause 
thrombosis, is nevertheless long enough to cause the 
death of the tissues supplied by the obstructed vessels. 
In a case in which neither thrombosis nor death of 
tissue occurs, recovery will be complete almost im- 
mediately after the pain has disappeared. Such an 
explanation will account for the numerous ‘ corona- 
ries’ who resume normal activities without ill effects 
in spite of the warnings of their doctors. 

I would like to add another point. The start of 
the pain in the chest may be so frightening that the 
suprarenal glands may release enough hormone into 
the circulation to cure the condition. In this way 
I explained the occasional minor attacks of sub- 
sternal pain suffered by my 2 cases of descending 
aorta anoedema, when the pain disappeared while 
they were loading their syringes with adrenaline. 


H. J. Leviseur. 
P.O. Box 40, 
Honeydew, Transvaal. 


DOCTORS AND DISPENSING 


To the Editor: \t is indeed strange that so little 
of the initial proceedings on this vital issue ever 
appeared in the responsible medical press, and I 
for one am truly grateful for your timely interven- 
tion and the printing of the Emergency Number of 
Medical Proceedings in June. 

In the Natal Mercury of 31 July 1956, Mr. F. J. 
Todd (President of the South African Pharmacy 
Board) was reported to have stated that he hoped a 
suitable solution would be found for doctors to 
retain their right to dispense in emergencies and 
certain other conditions. 

The phrase in italics has an ominous ring about 
it, and would appear to suggest that only State and 
Provincial medical officers might be exempted from 
the proposed restrictions. 

This would naturally put the District Surgeon 
group of general practitioners at a most unfair 
advantage over their colleagues in the smaller 
centres, for in terms of their contract they are the 
final arbiters in any dispute as to whether a semi- 
indigent patient can afford to pay a fee or not. 

The pharmaceutical profession is already a most 
“ sheltered” group in view of the suppression of 
undue competition by local licensing boards, and 
the privilege of a general dealer's licence, etc. 
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the father of British maxillo-facial surgery. This 
book should be the bible of every practitioner deal- 
ing with maxillo-facial surgery and should be a 
recognized textbook in every dental school. 


KORRESPONDENSIE 


The position of the dispensing doctor is much 
less favoured. In many cases he has pioneered the 
way in providing a medical service, and is normally 
subject to free competition from his more recently 
acquired colleagues. This natural competition he 
expects to encounter; but he never did contemplate 
the introduction of legislation in favour of the 
pharmacists, whereby his whole career is 
jeopardized. 

The dispensing practices serve the voiceless sub- 
economic masses; and do not think that the 
chemists would reap the harvest they anticipate if 
their proposed amendments were passed. 

These patients would have to attend the out- 
patient departments of hospitals, with subsequent 
overcrowding vastly increased provincial 
medical costs. 

Most dispensing doctors have two surgeries, 
European, from which they prescribe; and non- 
European, from which they dispense at greatly re- 
duced fees within the means of the sub-economic 
group. 

In my opinion the dispensing doctor’s services 
are of greater benefit to the general masses than are 
those of the pharmacists. 

The chemists’ cry that their very existence is 
threatened indeed rings strangely; since, as a body, 
their locum fees are in excess of those paid by 
medical practitioners. 


Angus R. Bain, B.Sc., M.B., Ch.B. 


14 Keate Street, 
Ladysmith, Natal. 


GENADE-DOODSLAG EN ONWEERSTAANBARE DRANG 


Aan die Redakteur: In die eerste plek wil ek u 
graag gelukwens met die gehalte van u Tydskrif. 

Tweedens voel ek ’n behoefte om my waardering 
uit te spreek vir die suiwer Afrikaans wat deur u 
gebruik word. Ek hoop dat dit later algemener sal 
word om meer Afrikaanse artikels te plaas. 

Derdens wil ek my waardering uitspreek vir u 
artikel oor Genade-doodslag, veral met betrekking 
tot R. versus Davidow. Ek stem volkome met u 
saam dat die psigiatriese getuienis, volgens koerant- 
verslae, totaal onbegrypl 1k was en ‘n_ verkragting 
van alle psigiatriese beginsels wat ek tot dusver 
aanvaar het. Die saak skep die indruk dat sommige 
persone betrokke daarby gely het aan ‘n massa- 
histerie, en, volgens die psigiatriese getuienis, dus 
ook onderhewig was aan 'n onweerstaanbare drang. 
As hierdie psigiatriese getuienis as standaard aan- 
vaar moet word, sien ek in die toekoms ’n groot 
gevaar dat psigiatrie weer ’n keer ernstige beden- 
kinge sal laat ontstaan. 

Ek sou dit persoonlik baie waardeer as u die 
saak verder kan voer in u Tydskrif, moontlik deur 
middel van 'n gesaghebbende artikel oor die psigia- 
triese betekenis van die begrip ,onweerstaanbare 


drang’. 

D. du Plessis. 
Mediese Sentrum 626, 
Pretoriusstraat, Pretoria. 
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A new and superior Direct 
Focusing Headlight from 


A test of this headlight 


in your own examining 


room will prove how 
its combination of 
many points of super- 
iority results in more 
satisfactory direct light 
than any you have 


ever used. 


@ OUTSTANDING QUALITY OF ILLUMINATION 
Light is intense and unusually free from filament shad- 
ows and imperfections which might confuse diagnosis. 


@ VERY SMALL SPOT Focuses down to a spot, 
ly” in diameter at 6” to 8” for ear, nose and eye work. 
Fully adjustable for converging, parallel and diverg- 
ing beams and larger spots as desired. 


@ LARGE MAXIMUM SPOT Uniformly covers a full 
6,” at 13” focal length for surface work and surgery. 


@ COLOR BALANCED BEAM Preserves essential 
color values for highly accurate diagnostic definition— 
no bleached or fatty effects. 


@ SURPRISINGLY COOL Finned construction and 
excellent ventilation prevent development of objec- 
tionable degree of heat, no matter how long used. 
Shield extension prevents contact with lens. 


@ CORD SWITCH FOR CONVENIENCE On.-off 
switch replaces usual cord connector, eliminates grop- 
ing for and aligning cord ends. 


@ OTHER FEATURES include a transformer con- 
nector to simplify cord replacement; an unbreakable 
nylon lens mount shield; compact, light weight con- 
struction; comfortable, wide range adjustable head- 
band; shock-proof fixed output transformer. 


ADLIGHT FOR TESTING IN YOUR OWN PRACTICE 


Westdene Products (Pty.) Ltd., Johannesburg: 22-24 Essanby House, 175 Jeppe Street. Cape Town: 408 Grand Parade 
Centre, Castle Street. Durban: 66/67 National Mutual Buildings, Cr. Smith and Gardiner Streets. Pretoria: 2/0 Medical Centre, Pretorius Street 


£10:7:9 YOUR suR 
WPPLY D 
ISH YOU WITH A S. 
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Drip therapy 
without 


a tube 


In the past, the successful treatment of many cases of peptic ulceration demanded hospital conditions. 
Now, by means of NULACIN Tablets, it is possible to control gastric hyperacidity without any incon- 
venience to the patient. By using NULACIN Tablets as directed, an ambulant patient can obtain all the 
advantages of intragastric milk-alkali drip therapy. 


RESTING 


freeHCL 
GASTRIC ANALYSIS gruel fractional 
test-meal curves of five cases of duodenal ulcer 


— free HCL 
GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the return 
of acidity when Nulacin is discontinued 


Sole South African distributors: Sole 


B.P.D. (S.A.) (PTY.) LIMITED, 
P.O. Box 45, Jeppestown, 
Transvaal 


INDICATIONS 


NuLacin tablets are indicated whenever neutralization of the gastric contents 
is required: in active and quiescent peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet should be placed in the 
moutn and allowed to dissolve slowly. During the stage of ulcer activity, up 
to three tablets an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals. 

NULACIN tablets are not advertised to the public, have no B.P. equivalent, 
and a dispensing tube of 25 tablets is freely available throughout South Africa 
and Rhodesia. 

NULACcIN tablets are prepared from whole milk combined with dextrins and 
maltrose, and incorporate Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 
2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol 
Menth. Pip. q.s. 


BIBLIOGRAPHY 

The Control of Gastric Acidity. Brit. Med. J. 26th July, 1952, 2, 180-182 

Medical Treatment of Peptic Ulcer. Med. Press 27th February, 1952, 227, 195-199 
Notes on Remedial Agents. Med. Rev. September, 1952, 46, 162 

Discussion on Peptic Ulceration. Proc. Roy. Soc. Med. Ma ay, 1953, 46, 354 

The Effect on Gastric Acidity of “NULACIN” Tablets. Med. J. Aust. 26th November, 1953, 
2, 823-824 

Control w Gastric Acidity by a New Way of Antacid Administration. J. Lab, Clin. Med. 
1953, 4 

Ha Ig ae on the Reduction of Gastric Acidity Brit. Med. J. 23rd January, 1954, 
1, 183-184 
Clinical Investi 
Management o! 
81, 591-601 
Ambulatory Continuous ~~ Method in the Treatment of Peptic Ulcer. Amer. J. Dig. 
Dis. March, 1955, 22, 67-7 


= into the Action of Antacids. The Practitioner July, 1954, 173, 46 
Peptic Ulceration in Genera! Practice. Med. World. December, 1954, 


Rhodesian distributors: 
R. F. OAKLEY & CO. (PVT.) LTD. 
7 Gordon Avenue, Salisbury 


HORLICKS LIMITED 
PHARMACEUTICAL DIVISION 


SLOUGH, BUCKS. 
541/55 
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An Introduction to 
Electrocardiography 


By L. Schamroth, 
M.B., B.Ch. (Rand), M.R.C.P.E., F.R.F.P.S. 


University of Witwatersrand and General Hospital, 
Johannesburg 


Table of Contents 


Chapter | Basic Principles. 
2 Myocardial Death, Injury and Ischaemia. 
3 Bundle Branch Block. 
4 Ventricular Hypertrophy. 
5 Digitalis and Potassium Effect. 
6 Disorders of Cardiac Rhythm. 
General Observations. 
Appendix: Elementary Electrophysiology. 


Special Features of this Book 


@ It provides one of the simplest accounts avail- 
able of the electrical activity of the heart. 


@ It contains an easily understood explanation of 
disorders and disturbances of cardiac rhythm. 


@ A striking feature is the simplified presentation 
of the principles of unipolar electrocardio- 
graphy. 

@ Clarity of presentation has been the author’s 
aim. 


@ Theoretical considerations have been reduced 
to a minimum, emphasis being placed on the 
practical aspects of electrocardiography. 


@ Every statement has been profusely illustrated 
with virtually self-explanatory diagrams, 
necessitating a minimum amount of text. 


@ No specialized knowledge is needed to under- 
stand this account of electrocardiography. 


@ It is ideal for beginners (both undergraduate and 
post-graduate). 


Order Form 


To: Juta & Co., Limited, 


P.O. Box 30 P.O. Box 1010 
Cape Town Johannesburg 


Please forward... copy/copies of 
‘‘An Introduction to Electrocardiography"’ by 
L. Schamroth, price 2Is. (Outside Cape 
Town 22s, 3d.) Packing and postage 9d. 
extra. 

| enclose my remittance. Kindly debit 
my account *. 


Name 
Address 


* (Please delete words not required) 
(J6/2V) 
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“and the f first thing 
was a 
HYFRECATOR!” 


@ More than 100,000 
doctors use the Hy- 
frecator! 


@ Foot control leaves 
hands free for delicate 
manipulation of 
needle! 


@ Hangs on office wall 
ready for instant use! 


More and more doctors just 
starting in practice make sure 
they have a HY FRECATOR— 
and for good reasons! 


This compact, nexpensive unit provides all three 
electro-surgical procedures—desiccation, fulguration 
and bi-active coagulation. 

The HYFRECATOR permits easier, faster techniques 
for cervical cauterization, eradication of warts, moles, 
turbinates, cysts, tonsil tags, polypi and scores of 
other superficial growths. 

The new improved model offers double the power, 
easier adjustment and smoother control of current at 
all power levels. 


PRICE: £27.10.0. complete. (D.C. model also available 
at slightly higher price.) 


Write for further details and for your free copy of the 
“SYMPOSIUM ON ELECTRODESICCATION 
AND BI-ACTIVE COAGULATION” outlining the 

scope of this remarkable instrument to: 


Medical Distibutors’= 


P.O. Box 3378 — 236} eppe Street — Telephone 23-8106 
JOHANNESBURG 


io 
| 
_ 
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NEW dramatic aid to psychotherapy 


Pacatal 


N-Methyl Piperidyl -(3) Methyl Phenothiazine 


es a powerful yet safe tranquillizing drug 


Clinical trials in many countries have proved 
PACATAL to be highly effective in mental 
disturbances ranging from the psychoneuroses 
to the psychoses. In mild or severely disturbed 
states . . . anxiety, restlessness, excitement 

and abnormal behaviour . . PACATAL reduces 
tension, makes the patient quieter, less 
confused—but still alert, objective, 

co-operative, amenable to psychotherapy. 


PACATAL can be administered with complete 

confidence for it is of very low toxicity and 

uniquely free from such troublesome side-effects 

as skin rashes, jaundice, Parkinson symptoms, 

orthostatic collapse and tachycardia. As a 
further safeguard PACATAL is rapidly _—< 
absorbed and quickly eliminated, 
thus ensuring against cumulative dangers. 


Pacatal is available in tablets for oral administration 
and ampoules for parenteral use. 


Tablets 25 and 50 mg. (PACATAL base in form of hydrochloride) 
in bottles of 50 and 500. 

Ampoules 2 ml., 25 mg./ml. (PACATAL base in form of acetate) 
in boxes of 10 and 50. 


WARNER PHARMACEUTICALS (PTY) LTD., 6-10, SEARLE STREET, CAPE TOWN. <~<@ 


PAC. WP/3 


" 
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Accept this beautiful | book 


from 


The FOLIO 
+ 


P.O. 
TOWN 


P.O. Box 1010 
MEMOIRS OF MADAME pu BARRY JOHANNESBURG 


From the peacock-pride of a state appearance to the intimacy of the boudoir, here is a vivid 
contemporary picture of a brilliant courtesan who carried frivolity to the point of genius. With 
superb studies by Russell Flint, this fascinating book is free to all who join the Folio Society. 

Membership brings you exclusive editions of the world’s great books from Omar Khay- 
yam and Boccaccio to Rupert Brooke and Wilkie Collins. With illustrations by distinguished 
artists, these handsome volumes are individually designed and craftsman-made — yet they 
often cost no more than ordinary books. 

Send to-day for the illustrated 12-page Prospectus, describing the new Programme and 
giving details of all previous publications — or better still, complete the enrolment form be- 
low and become a member immediately. 


ENROLMENT FORM 


To: JUTA & CO. LTD., 
P.O. Box 30, CAPE Town, or P.O. Box 1010, JOHANNESBURG. 


Pease enrol me as a member/renew my membership* of the Folio Society. Send me the 
titles I have marked below as published (minimum four volumes). In additionIam to receive, 
free of charge, a copy of MEMOIRS OF MADAME DU Barry and THE FOLio as published. 


*T enclose my remittance for £ ‘ S. d. (Post free.) 
* T undertake to pay for each book on publication. (Post and packing extra: 1s. per. vol.) 
* STRIKE OUT WHAT DOES NOT APPLY. 


DATE SIGNED. 
TITLES FOR 1956 -—- MARK THOSE REQUIRED 
....THE WOMAN IN WHITE. . . .  (Fepruary) . 25s. 

i ....THE BRIDGE OF SAN LUIS REY . . . (Marcu) . . 18s. 6d. 
...- THE TRIAL OF JOAN OF ARC (APRIL) . « Tee 
....CONFESSIONAL OF THE BLACK PENITENTS (May) . 
...-THE YOUNG (JUNE) . 14s. 6d. 
....HILLINGDON HALL . ; . (Avucust) . — 
...-LIFE OF NELSON .. . (SEPTEMBER) | 
GHOST STORIES . (NOVEMBER) 

THE CANTERBURY TALES: VOLUME | . (DECEMBER) . 19s. 6d. 
Dr. 
NAME Mrs 
Miss. BLOCK LETTERS PLEASE 
ADDRESS 


XV 
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Winter | 
leaves a legacy... 


She’s absent from work again and literally 
feeling ‘under the weather.’ In her case — 

and in so many others at this time of year — 

winter has taken its toll of energy reserves and 

has reduced resistance to infection. 

It is now that Collotone does so much to maintain 

well-being in young and old. An easily 


Each fl. oz. (28 ml. ) contains: 


Green ison B.P.C. ms. assimilated tonic, it contains just those elements 

Caffeine citrate B.P.C. 170 mg. 


greet the future with a springy step. 


Litercture on request to P.O. Box 1573, Johannesburg. 


Rich fruits of research 


For more than twenty years the 


B.D.H. Research Laboratories have B.D.H. SEX HORMONES 


been engaged continuously in the study 
of the steroid hormones. The results including 


are reflected in the comprehensiveness 

of the B.D.H. range, the integrity of ‘MEPILIN’, ETHISTERONE B.D.H., 
the products and in progressive price ‘LUTOFORM’, ‘DYLOFORM’, me 
reductions made possible by improved 
and more economical production ‘OESTROFORM’, “TESTAFORM’, 
processes. METHYL-TESTOSTERONE B.D.H. 


FURTHER REDUCTIONS IN PRICE BECAME EFFECTIVE 
ON 17 SEPTEMBER 1956 TO THE MEDICAL PROFESSION AND PHARMACISTS. 
PRICES TO THE PUBLIC WILL BE REDUCED FROM 15 OCTOBER 1956. 


Literature and prices will be forwarded on request 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. ( 
123 Jeppe Street, Johannesburg. ~ <2 
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KECTIL 


SUSPENSION 


ELIMINATES 
A LOT OF 


““PAPER-WORK” 


2. 


4. 


LABORATORIES, INC 
Svaacese ace voR« 


IMPROVED FORMULA 

Deliberate “shotgun” therapy for the 
prompt relief of most diarrhoeas. Patients 
can’t wait for laboratory bacteriological 
reports. No penicillin. 

READY TO USE 

No compounding necessary. 


STABLE 


Stable for 18 months at normal room 
temperature. 


PLEASANT FLAVOUR 


Kids, tweenagers, teenagers, moms, pops, 
grans, gramps, spinsters, and bachelors — 
all will like the lemon flavour. 


5. NEW 16 0z BOTTLE 


Prescription writing flexibility for the 


Doctor and stock 


bottle dispensing 


convenience for the pharmacist. 


6. ECONOMICAL 


Patients pay only for what they need. 


Samples and literature available on request to— 


BRISTOLABS (PTY.) LIMITED 


P.O. BOX (2515 e 


JOHANNESBURG 


| 

\ 

1. 

3. 

| Bristol | 
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KR) 


an entirely 
type 
of tranquilizer 
with 
muscle relacant 


action 


Miltown* 


clinically tested and orally effective in 


anxiety, tension 
and mental stress 


* Not related to reserpine or other tranquilizers 

® Selectively affects the thalamus 

® No autonomic side effects . . . Well tolerated 

© Effective within 30 minutes for a period of 6 hours 


Literature and samples available to physicians on request 
PACKAGES: Bottles of 25 tablets, 400 mg. each 


Lederle Laboratories Division 


AMERICAN Ganamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 


Sole South African Distributors: 

ALEX LIPWORTH LTD. 
Johannesburg + Cape Town + Durban 


*Registered Trade Mark 


: 
Lederle ) 
iy 
f 
; 
ks 
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DAPTAZOLE BRAND OF AMIPHENAZOLE 


2:4-Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of “Daptazole” and 
Morphine published in the “British Medical Journal” of 21st 
January, 1956, confirms that the administration of ““Daptazole” 


with large doses of Morphine results in the alleviation of the 


intractable pain of terminal carcinoma. 


“Administration of large amounts of morphine 


without respiratory depression, narcosis or 


In this paper depression of the cough reflex; amiphenazole 
the results of the treatment in apparently prevents the onset of any marked 
127 cases are tolerance to morphine, and possesses a central 
—— described and the main nervous stimulant action of the caffeine type; 
advantages of the com- and treated cases have a bright mental outlook 
bination summarized thus :— under otherwise hopeless conditions.” 


Daptazole is a product of A. & G. Nicholas Ltd., Slough, Bucks., England. 


Further information and literature available on request from:- 


one KEATINGS PHARMACEUTICALS LIMITED 


P.O. BOX 256, JOHANNESBURG, 


XUM 
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When 
appetite fails 
in old age and 2 
convalescence 
ELIXIR 
e 
= 
| ABBOTTS GERIATRIC ELIXIR | 
Pleasantly wine-flavoured 
Elixir GERIX provides effec- 
tive therapy when appetites 
fall behind the continuing need 
' for nutrition. Taken before 
; meals, GERIX acts as a stom- 
pleasant 
i achic, increasing the desire 
for food. At the same time, tasting 
i GERIX provides important nu- 
: tritional elements—B-complex appetite stimulant 
factors and iron— often lacking 
in faulty diets. - and nutritional | 
supplement | 
(Abbott | 
is JOHANNESBURG : 223-5, Booysens Road, Selby. (P.O. Box 1616) Telephone 33-4556 /7/8; DURBAN, NATAL: Marigien Housdiall Floor, 71 Gale Street (P.O. Box 
; 2291) Telephone 68089; BLOEMFONTEIN: 2, Short Street. (P.O. Box 731) O.F.S. Telephone 81457; CAPE TOWN: Marine Chambers, 4, Lower Burg Street (P.O. Box ex =<* 
2923) Telephone 3-0559; PRETORIA ; Colorado, 115 Sch Street, Teleph 38800—38895; PORT ELIZABETH: 30 Crawiord Street (P.O. Box 3186) Tele. 8:610 T 
EAST LONDON: 115 Oxtord Street, (P.O. Box 994) Telephone 72805 All Telegraphic Addresses: "Abbottiab’ 
%& Published by the Proprietors Juta and Co. Ltd., 43 Pritchard Street, Johannesburg, and printed in the Union of South Africa by Cape Times | 
Limited, Parow C.P. 


